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duodenal ulceration shows that there is still 
a marked difference of opinion not only on 
surgical indications, but also on the type of surgi- 
cal intervention. Many internists believe that 
surgical treatment is indicated only in absolute 
medical failures. However, differences of opinion 
as to what constitutes a medical failure make it 
difficult to know just when surgical treatment is 
advisable. Many surgeons are confident that 
most surgical failures are secondary to medical 
procrastination which permits the development 
of such extensive pathological changes that sur- 
gery must of necessity be palliative rather than 
corrective. 

If the etiology and pathogenesis of gastro- 
duodenal ulceration were definitely established, 
much of this confusion could be eliminated. In 
1931 these two important phases of this subject 
received little or no additional clarification. We 
are therefore compelled to resort to the type of 
therapy which promises the most satisfactory 
results with minimal morbidity and mortality. 
Were the results of any one type of treatment 
uniformly consistent, the problem would be rela- 
tively simple, but here again there is a marked 
divergence of opinion, as is demonstrated by the 
symposium on ulcer in 1930 of the American 
Surgical Association. 

Balfour (1) reported the results of 500 gastro- 
enterostomies for duodenal ulcer which were eval- 
uated after a minimum postoperative observa- 
tion period of five years. Relief was afforded in 
87 per cent of the cases which had not responded 
to other types of therapy. Of the failures in 13 
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per cent of the cases, many were]secondary to 
causes not related to either the stomach or the 
duodenum. The poor results occurred in the 
patients with an average age of thirty-five and 
fifty-eight hundredths years. In those with an 
average age of forty-four and eight-tenths years 
the results were excellent and the total mortality 
for the five years was only 1.8 per cent. Forty- 
five of the 500 patients had one or more hemor- 
rhages. In 1, the bleeding was fatal. Perfora- 
tion or pyloric obstruction did not occur in this 
group. 

Balfour reviewed also too cases of gastric ulcer 
in which gastro-enterostomy was done. He stated 
that he is convinced that gastro-enterostomy alone 
is the operation of choice when the size or situa- 
tion of the lesion or the age or condition of the 
patient would make removal of the lesion difficult 
or hazardous. In the cases reviewed, the opera- 
tive mortality was 3 per cent and after a five- 
year observation period none of the patients had 
experienced either a perforation or an obstruc- 
tion. Seventy-nine per cent were relieved of their 
symptoms, 4 per cent had a fair result, and 17 
per cent had a poor result. The outstanding fact 
demonstrated by these too cases is that ‘‘an 
indirect operation alone for gastric ulcer can be 
depended on to give a high percentage of good 
results in cases in which the removal of the lesion 
by any method is difficult and partial gastrec- 
tomy is associated with prohibitive operative risk 
and an unwarranted sacrifice of the stomach.” 

In a report on the results of operation for ex- 
cision of ulcer of the duodenum Judd (37) stated 
that gastro-enterostomy will probably remain the 
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popular operation for duodenal ulcer. It is satis- 
factory in all cases except those in which sec- 
ondary ulcers may develop and in those in which 
hemorrhage occurs. But with removal of the 
anterior pyloric sphincter everything is accom- 
plished that gastro-enterostomy can accomplish 
and, in addition, the ulcer is removed. Gastro- 
enterostomy is particularly satisfactory for older 
patients, especially those with symptoms of ob- 
struction. In younger patients its results are less 
satisfactory. In Judd’s 1,363 cases of duodenal 
ulcer, the result was the same as that obtained 
with gastro-enterostomy, being satisfactory in 
go per cent. Judd says that the local operation 
(removal of the anterior pylorus plus excision of 
the ulcer) can be performed in about 50 per cent 
of cases of duodenal ulcer and in these will give 
better immediate and ultimate results than gas- 
troenterostomy. 

In general, Bloodgood (4) agrees with Judd 
that duodenal ulcer should be treated conserva- 
tively. He states that if local conditions permit, 
the Finney pyloroplasty, with or without local 
excision of the ulcer, is the operation of choice. 
When the Finney pyloroplasty is contra-indicated, 
the choice rests between a short loop gastro- 
enterostomy and resection. Chronic ulcers of the 
duodenum which are adherent to the pancreas 
should be treated by partial gastric resection 
rather than by posterior gastro-enterostomy. 
Finney’s pyloroplasty or any type of gastro- 


duodenostomy with local resection of the ulcer 
may be carried too far. 

An interesting contrast is made by the statisti- 
cal reports of Horsley (34) on 78 cases operated 
upon in the period from 1919 to 1929 by physio- 


logical pyloroplasty, the operation in which 
physiological rest is given by division of the 
pyloric canal and sphincter plus excision of any 
ulcer that may be present in the first part of the 
duodenum. Forty-five per cent of the patients 
were relived of symptoms and greatly benefited, 
12 per cent were slightly benefited, 36 per cent 
obtained no benefit, 4 per cent are dead, and 4 
per cent cannot be traced. Horsley believes that 
his physiological pyloroplasty is indicated in: 
(1) cases of single, small, well-defined ulcers in the 
first part of the duodenum in which there has been 
no medical response and there are no adhesions or 
adhesions only to the gall bladder, and (2) cases in 
which it is desired to obtain an easier outlet for 
the stomach, as after excision or cauterization of 
a gastric ulcer. Of 57 cases in which Horsley 
performed a gastro-enterostomy, satisfactory re- 
sults were obtained in 67 per cent. Eleven per 
cent of the patients were slightly benefited, r1 


per cent received no benefit, and 12 per cent died. 
Horsley says that gastro-enterostomy has a large 
field in peptic ulcer and is indicated when: (1 

the duodenal ulcer is large and extensive and 
adhesions are present, and (2) there is marked 
stenosis or inflammation and recurrent ulcer has 
developed after pyloroplasty. 

Deaver (12) favored the extensive use of re- 
section of the anterior half of the pyloric sphincter 
without opening into the lumen of the stomach 
or duodenum. He stated that this operatio: 
should be performed in: (1) cases of peptic ulce; 
without organic pyloric obstruction, (2) cases o! 
pylorospasm associated with other abdomina 
lesions, and (3) cases of hyperchlorhydria withou 
an organic basis. Uncontrolled gastric acidity is 
assumed to be one of the chief causes of pepti: 
ulcer. For a time, excessive secretion is controlled 
by the regurgitation of duodenal contents into 
the stomach (Boldeyruff’s theory). Hyperacidit, 
and hypersecretion in peptic ulcer are probab!] 
the result of exaggeration of the psychic phase o/ 
acid secretion with dysfunction of the pyloric 
sphincter interfering with duodenal regurgitation 
The functional nervous disturbance is difficult or 
impossible to correct. Deaver and Burden ex 
pressed the belief that the control mechanism oi 
duodenal regurgitation can be restored to norma! 
by removal of the anterior half of the pyloric 
sphincter. With regard to 81 cases so treated 
during a period of two and a half years they said, 
“The results have been at least as satisfactory 
as from any operation we have used in similar 
cases insofar as symptomatic relief and post- 
operative X-ray findings are concerned. We have 
not yet encountered a recurrence of ulceration 
and, of course, the development of gastrojejuna 
ulcer is impossible.” The removal of the anterior 
half of the pyloric sphincter is much simpler than 
gastro-enterostomy or resection of the stomach 
Moreover, it gives equally good results and is 
followed by much less hazardous complications 
and late sequelz. 

The surgical trend away from gastro-enteros- 
tomy toward pyloroplasty finds a physiologica! 
basis in the experimental evidence presented by 
Ivy (17). By various modifications of the “‘in- 
ternal duodenal drainage operation,” Ivy has 
shown that, in dogs, the jejunal mucosa is much 
more sensitive to the irritating action of the gas 
tric juice than the duodenal mucosa. Gastrii 
retention and gastric hypertrophy secondary to 
pyloric stenosis are also found to be factors in 
creasing the incidence of experimental ulcer. 

Walton’s (60) report on the surgical treatment 
of simple ulcers of the fundus of the stomach 
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must be given consideration because of the trend 
of radical surgery in lesions of this type. The 
surgical indications recognized by Walton are: 
(1) severe pain indicating perforation, (2) severe 
or repeated mild hemorrhages, and (3) gastric 
distortion — especially hourglass deformity — 
which suggests possible malignancy. In 59 cases 
with such indications which were treated by 
gastro-enterostomy there has been 1 recurrence. 
Walton believes that the value of resection in 
preventing carcinoma is exaggerated. Of 306 
cases in which local excision was done without 
partial gastrectomy, a carcinoma developed at 
the site of the previous ulcer in only 1. None of 
the excised specimens revealed evidence of malig- 
nancy. As a general rule Walton advocates local 
resection and gastro-enterostomy since, of 22 
cases treated by these methods and remaining 
under observation for five years, a cure was ob- 
tained in 88 per cent and recurrence developed 
in only r. 

It is interesting to note that Finney and Han- 
rahan (19), after thirty years of evaluation of the 
results of operations for chronic gastric and duo- 
denal ulceration, have less confidence in surgical 
measures to effect a cure in cases of gastric and 
duodenal ulcer than in cases of other common 
non-malignant surgical lesions of the abdomen. 
In the period from 1900 to 1930, 734 cases of 
gastric and duodenal ulcer were operated on in 


the Johns Hopkins Hospital by 30 surgeons. In 
these cases there were 110 perforations and 627 
chronic ulcers, of which 268 were gastric, 33 

duodenal, and 20 marginal. The total mortality 


was 8.6 per cent. Eighty-three and nine-tenths 
per cent of the 330 patients with duodenal ulcer 
in this group who could be traced were benefited 
by the surgical treatment, whereas of 268 with 
gastric ulcer, 80.8 per cent were benefited. 

Before the controversial surgical aspect of ulcer 
treatment is taken up, Brown’s (7) medical results 
should be considered. Brown’s criteria for surgical 
intervention are: (1) cicatricial pyloric obstruc- 
tion, (2) repeated hemorrhage, and (3) a gastric 
ulcer which either fails to heal or recurs after 
adequate medical management. Of 1,130 medi- 
cally treated cases of peptic ulcer observed for 
periods varying from two and a half to eighteen 
years, cure resulted in 49 per cent, marked im- 
provement in 16 per cent, moderate improvement 
in ro per cent, and failure in 20 per cent. These 
statistics suggest that two-thirds of all patients 
with ulcer are sufficiently relieved of their symp- 
toms by medical treatment so that only 33 per 
cent require surgical intervention. According to 
the surgical results of Balfour, Judd, Bloodgood, 
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Deaver, and Walton, approximately 80 per cent 
of patients not benefited by medical treatment 
are completely relieved of their symptoms by 
conservative surgical treatment. This leaves but 
a small percentage who are not rendered symptom 
free by conservative treatment. 

However, the problem is not as simple as these 
statistics might suggest. There are many able 
clinicians who question medical cures, and there 
is a large school of surgeons who have not been 
able to duplicate the results of the conservative 
surgeons. It is this difference in end-results that 
has led to the controversy on the subject of peptic 
ulcer treatment. 

Maes (46) believes that although the medical 
treatment of peptic ulcer has a definite field, its 
results are not permanent in the majority of cases. 
He is very skeptical about medical cures. He 
attributes the failures of gastro-enterostomy to 
such causes as: (1) performance of the operation 
on the suspicion of ulceration rather than in its 
actual presence, (2) technical errors, (3) inade- 
quate pre-operative preparation, (4) failure to 
eliminate foci of infection and causative foci, (5) 
inadequate postoperative care, and (6) post- 
operative indiscretions. Gastro-enterostomy may 
fail also because the patient’s susceptibility to 
ulcer and constitutional inferiority have not been 
given adequate consideration. 

Wooden (63) believes that medical measures 
consistently retard the progress of gastroduodenal 
ulceration, but rarely eliminate the disease. The 
great majority of ulcer cases are chronic with 
definite pathological characteristics which tend 
toward the development of obstruction in 34 per 
cent and toward the occurrence of haemorrhage 
in 40 per cent. Perforation occurs in 6 per cent 
of duodenal ulcers. In gastric ulcers there is a 
possibility of malignancy. Wooden asks ‘Have 
we under our care (ulcer medical treatment) a 
more comfortable patient but a sick individual, 
slave to forms and times of eating, drinking, sleep- 
ing, or defecation ... while the sword of Damocles 
hangs over his or her pylorus?” In a series of 40 
cases treated by excision and pyloroplasty there 
was no mortality. Of the cases presenting the 
complications of adhesions, stenosis, and ‘‘medi- 
cal helplessness,” gastro-enterostomy gave excel- 
lent results in 99 per cent. 

“The X-ray has been of great value in prevent- 
ing medical management from dieting patients 
to death and surgeons from operating on every- 
thing in sight.” It is interesting to note that 
Wooden quotes Valleix (1853): ‘*Must I now 
present a summary and rules? I think not—for 
this would be choosing to give an air of precision 
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to a subject which in the actual state of science 
cannot be had’”’! 

Surgeons of the radical school of gastroduodenal 
surgery represented by Finsterer, von Haberer, 
and Berg have been unable to duplicate the re- 
ported results of conservative surgery. They re- 
port failure in from 30 to 50 per cent of cases 
treated by gastro-enterostomy and give the inci- 
dence of gastro-jejunal ulceration as from 6 to 25 
percent. In fact, the results obtained from gastro- 
enterostomy by some of the Continental surgeons 
have been so disastrous that the operation itself 
has been referred to by Pribram (53) asa disease. 
A pathological basis for more radical gastroduo- 
denal surgery in peptic ulcer may be based on 
the histological findings of Konjetzny (40) who 
minutely studied freshly resected specimens of 
stomach and duodenum obtained from patients 
with gastric or duodenal ulcer. All of these 
specimens showed gastritis, which was most 
marked in the pyloric antrum. Gastroduodenal 
inflammation was present irrespective of whether 
the ulcer was gastric or duodenal. This gastritis 
was most pronounced in the region of the pyloric 
glands. If the factor causing it were definitely 
known, the treatment would become simplified, 
but despite numerous theories, no one has yet 
given an adequate explanation of the inflamma- 
tory process. Konjetzny believes that ulceration 
is probably secondary to the gastroduodenitis 
because the mucosa affected by the acute or 
subacute gastritis nearly always shows superficial 
inflammatory defects (erosions) which are un- 
deniably secondary to inflammation of the mu- 
cosa. Acute and chronic ulcers may develop 
from these inflammatory defects, as was dem- 
onstrated in the material studied, which showed 
all stages from erosion up to the first stage of 
chronic ulcer. Cases of duodenal ulceration were 
found in which chronic ulcer was absent and 
stages of gradual transition between inflammatory 
erosions and acute erosions were present. In 
none of these erosions was there evidence of the 
action of gastric juice or of a réle played by 
anemic necrosis, hemorrhagic infarcts, epithelial 
necrosis, or superficial eschars. 

From his histological studies, Konjetzny con- 
cludes that the first phases of ulcer formation 
have no relation to infarction; that gastroduo- 
denal ulceration never develops in normal gastro- 
duodenal mucosa, but always occurs on the basis 
of a previous gastritis or duodenitis; and that 
gastroduodenitis must be considered the anatom- 
ical basis for typical chronic ulcer symptoms. He 
believes that the chief essential in the treatment 
of peptic ulcer is not neutralization of acidity by 
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alkalies, but relief of inflammatory changes of the 
mucosa and of the muscular obstruction resulting 
therefrom. The treatment of ulcer is therefore 
the treatment of gastritis especially in the early 
stages of the disease. In chronic phases of thi 
disease a cure by medical measures is practical], 
impossible. 

Schutz (56), however, reported 30 specimens 
of ulcer in which he found one or more obstructiv: 
arterial lesions in the ulcer region. Arterial o 
clusion and ulcers seem to be always co-existing. 
Schutz found no arterial occlusion in the norma! 
mucosa. In contrast to Konjetzny, he conclude: 
that the course or pathogenesis of gastroduoden:| 
ulceration is determined by secondary arteria! 
changes. These secondary changes penetrate the 
tissue surrounding the ulcer to form a zone which 
varies directly in width and severity with the 
size and age of the ulcer. The ulcer progresses 
largely as a result of the formation of small in- 
farcts produced by secondary closure of capil- 
laries in the floor of the ulcer. In a majority 
patients with ulcer lesions capable of producing 
emboli, evidence of arterial obliteration or in- 
farction is found in other parts of the body. 
However, no evidence is presented to indicate 
whether these circulatory changes cause the ulcer 
or are secondary to it. 

The radical school of gastroduodenal surgeons. 
using Konjetzny’s histological studies as a basis, 
decided that removal of the pathological tissuc 
would give the best end-result. The resection 
of the gastroduodenal segment varies from the 
relatively conservative operation of von Haberer. 
whose objective is removal of the area of pylori 
glands, to the radical surgery of Finsterer and 
Hoffmeister. Von Haberer reported (26) that 
in Over 2,000 cases treated by resection the in 
cidence of cure was 95 per cent and the mortalit, 
below 5 per cent. Finsterer (20), reviewing 61( 
cases of ulcer, 516 duodenal and go gastric, state: 
that an excellent end-result was obtained 11 
93.05 per cent and the mortality was about 3. 
per cent. Berg (2) reported that in the period 
from 1923 to 1929 he performed 405 primar) 
subtotal resections with excellent end-results and 
a mortality of only 7.90 per cent (corrected to 
6.90 per cent). In 6 cases the ulcer recurred 
Berg emphasized that prior to 1920, when h: 
was treating gastroduodenal ulceration by th 
usual methods of ulcer excision, cautery pun 
ture, and pyloroplasty, he obtained a cure in on): 
50 per cent of the cases and a recurrence develope: 
either at the gastro-enterostomy stoma or at the 
original site in 30 per cent. His unsatisfactory 
early results as contrasted with his excellent lat: 
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results from radical surgery are extremely in- 
teresting. The whole problem of gastroduodenal 
surgery presents the same contrast. 

Lublin (45), reporting on the late symptoms 
following gastro-enterostomy and resection of the 
stomach for gastric and duodenal ulcer, reviewed 
the end-results in 98 cases operated on for gastric 
and duodenal ulcer in the medical clinics of the 
Serafimer Hospital, Stockholm, Sweden, during 
the ten-year period from 1919 to 1928. Eighty- 
seven cases were treated by gastro-enterostomy 
and 11 by resection. Cases in which cancer was 
suspected were not considered. The cases are 
classified as follows: 

1. Peptic ulcer, jejunal ulcer, true and false 
recurrences: (a) diagnosis verified by re-operation 
or autopsy; (b) diagnosis verified by definite 
roentgen findings. 

2. Hematemesis, melena, and complaints 
chiefly of a gastric character without a definitely 
demonstrable ulcer. 

3. Complaints chiefly of an intestinal char- 
acter. 

4. Postoperative anemia not caused by bleed- 
ing. 

In 20 of these 98 cases operation was followed 
by gastrojejunal ulcer. The occurrence of this 
lesion at varying ages gave the impression that 
the age at which the primary operation is per- 
formed is not of decisive importance in the forma- 
tion of a subsequent ulcer. In no fewer than 4 
cases the operative findings at the primary opera- 
tion were stated to be negative. 

Hematemesis, melena, and complaints chiefly 
of a gastric character without any definitely 
demonstrable ulcer were present in 55 cases. 
Nine of these cases were treated by a Billroth 
II operation, and 46 by gastro-enterostomy. It 
was interesting to note that hyperacidity was not 
a factor in the symptoms. Roentgen examination 
showed that in most of the cases there was no 
relationship between the emptying capacity of 
the stomach early in the examination and the 
capacity of the stomach to empty itself com- 
pletely. 

Twenty of the 98 patients complained of in- 
testinal symptoms. In 18 of the 20 these symp- 
toms followed a simple gastro-enterostomy. Un- 
doubtedly most of them were secondary to faulty 
digestion, the “intestinal fermentation dyspep- 
sia” of Zweig. Two-thirds or 43 patients in the 
group of 98 showed a mild hemorrhagic anemia of 
unknown etiology. The hypothesis that this may 
be explained by a physiological disturbance of the 
digestive organs secondary to the operation is 
somewhat substantiated by the fact that exclu- 


sion of the pylorus seems to eliminate the tend- 
ency toward anemia. Surgeons who believe that 
gastro-enterostomy decreases gastric acidity will 
find little support for their opinion in this series 
of patients in whom there was no marked post- 
operative reduction of acidity. The postoperative 
acidity varied not only from case to case, but 
also, within a relatively brief space of time, in 
one and the same case. 

Despite the fact that the majority of surgeons 
treat perforation by simple closure, Blackford (3) 
found that simple closure gave a satisfactory end- 
result in only 66 per cent of 269 cases whereas 
closure plus gastro-enterostomy increased the 
incidence of good end-results to 83 per cent. 
However, the treatment of this acute type of 
lesion is far from standardized. Von Haberer 
reported that in the cases of patients who are 
able to tolerate radical surgical intervention he 
and his assistants obtain the most satisfactory 
permanent results from resection. 

The treatment of acute hemorrhage varies 
from the conservatism in which operation is de- 
layed until bleeding stops to the prompt surgical 
intervention of Finsterer. 

In the treatment of gastroduodenal hemor- 
rhage, Pauchet (50) prefers waiting until the 
bleeding stops before he excises the gastric or 
duodenal lesion causing the hemorrhage. He 
disapproves of gastro-enterostomies, cauteriza- 
tion, and pursestringing, being sure that these 
procedures do not control hemorrhage. The only 
treatment is resection of the pathological tissue. 
He maintains that death in cases of hemorrhage 
is due, not to shock or the bleeding, but to the 
absorption of toxic, partially digested proteins 
from the bowel. The bowel must be emptied 
through a cecal fistula and lavaged with 100 
liters of hot water containing sodium chloride 
for from nine to ten hours. The toxic, infectious 
colon content is thus emptied through the cecum. 

This diversity of opinion on the treatment of 
gastroduodenal ulceration is not limited to the 
surgical aspect. During the last few years 
Chianello (8) and Viviani (59) have studied the 
effects of roentgen-ray treatment on gastric secre- 
tion. Chianello found that after roentgen-ray 
therapy at the level of the sixth, seventh, and 
eighth dorsal vertebrae a marked increase in free 
hydrochloric acid secretion occurred in the major- 
ity of his patients whereas the pepsin index and 
the total acidity remained unchanged. In all 
patients the epigastric pain and subjective feeling 
of acidity ceased after the first or second irradia- 
tion. Although other investigators found a de- 
crease in acid secretion, Chianello found an 
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increase. As in both cases the pain was greatly 
relieved, Chianello concludes that pain and 
acidity are not etiologically related and that the 
effect of irradiation must be due to a direct action 
of the roentgen rays on the sympathetic nervous 
system. 

Pitkin (51) has devised a new treatment for 
peptic ulcer which consists of the intravenous 
injection of foreign proteins derived from non- 
pathogenic schizomycetes together with lipoids, 
animal fats, and emetin. Seventy-six of a group 
of 127 patients were relieved of pain after the 
first injection and 16 after the second. Four 
received no relief. Improvement was demon- 
strated by X-ray examination as well as by gastric 
analysis. 

During the past five years Glaszner (24) has 
treated 400 cases of gastric, duodenal, or jejunal 
ulcer by subcutaneous or intramuscular injections 
of pepsin. Each patients receives 20 injections. 
Beginning with 0.2 c.cm., the dose is increased 
weekly until 0.5 c.cm. is injected and then is 
gradually reduced to 0.2 c.cm. Satisfactory sub- 
jective and objective results have been obtained 
in 66 per cent of the cases. Recurrences are treated 
by repeating the course of 20 injections. 

Autohemotherapy was used by Hubert (36) 
in the treatment of duodenal ulcer. One cubic 
centimeter of blood was injected intramuscularly 
and the dosage increased 1 c.cm. daily until the 
dose per day was from to to 12 c.cm. Good 
clinical results were obtained from this type of 
therapy. 

Fogelson (21) treated peptic ulcer with gastric 
mucin prepared from hog-stomach linings. His 
preliminary reports suggest a new form of physi- 
ological therapy which may be of some value. 
In a series of 68 cases, 14 of which had failed 
to respond to surgical gastroduodenal interven- 
tion, there were only 2 failures and no recur- 
rences. The average patient was relieved of all 
subjective symptoms within one week. 

Leriche and Fontaine (43) suggested to the 
French Congress of Surgeons that mucus may 
play an important rdle in gastro-intestinal phys- 
iology and may be of importance in the ulcer 
problem. However, as little is known about the 
chemistry and physiology of mucus, they believed 
their observations to be of very little practical 
value. Fontaine is conducting further studies on 
the réle of mucus in gastroduodenal ulceration. 

Crile’s (10) treatment of peptic ulcer by de- 
nervation of the adrenal glands and partial 
thyroidectomy is based upon the belief that 
personality and temperament are the products of 
interactivity of the nervous system, thyroid, and 
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adrenal glands. Increased acidity is found in 
hyperthyroidism and low acidity or anacidit, 
in myxcedema. In the winter, greater thyroid 
activity is associated with exacerbation of pepti: 
ulcer symptoms, showing that the thyroid gland 
has the power of controlling gastric acidity 
The activity of the thyroid gland and of pepti: 
ulcer is increased also by infections. In his ex 
perimental work Crile found that: 

1. Excessive thyroid feeding increases the total! 
quantity of gastric juice, free and combined 
acids, and mucus. 

2. After excision of sufficient thyroid to caus: 
myxoedema the gastric acidity is low or anacidity 
is present. 

3. The administration of food to dogs i: 
which hyperthyroidism has been induced causes 
unusual high acidity. 

4. The administration of food to myxcedema- 
tous dogs is followed by either a subnormal in 
crease in acidity or no increase. 

Hyperthyroidism causes hypermotility an 
hyperperistalsis. After thyroidectomy the moti! 
ity and peristalsis return to normal. The thyroid 
itself does not initiate the increased activity. 
The stimulation comes through the sympatheti: 
nervous system, and the most powerful contro! 
of the sympathetic system is in the adrenal glands 
It may be supposed therefore that if the adrena| 
factor were controlled the thyroid would remain 
inactive to a certain degree. Accordingly ii 
would follow that division of the nerve supply o! 
the adrenals on both sides should lead to an 
immediate alleviation of gastroduodenal sym) 
toms. Adrenal denervation would not only lessen 
the activity of the thyroid, but would also dimin 
ish pylorospasm. Crile reserves this denervation 
operation for peptic ulcer cases in which he be- 
lieves recurrences would ensue after any opera 
tion, and for cases in which a Finney pyloroplast\ 
or gastro-enterostomy is inadvisable. Denerva 
tion should not be attempted until non-operativ: 
treatment has educated the patient to proper 
ulcer behavior. “Then denervation will result i: 
fundamental improvement, which, when sup- 
plemented by management, will give relief.’ 
Denervation gives prompt relief of symptoms 
but will be followed by recurrence if postoperativ: 
care is neglected. 

Hernando (27) has noted gastro-intestina 
changes in patients with diseases of the endocrin: 
system. In most cases of hyperthyroidism h: 
has found achlorhydria or hypochlorhydria, a! 
though in a few he has demonstrated hyperchlor 
hydria. Addison’s disease is usually associated 
with nausea, emesis, gastric pain, and diarrhoea 
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alternating with constipation. Hernando has 
found gastric and duodenal ulceration associated 
with Addison’s disease, and has produced gastric 
and duodenal ulceration experimentally by ex- 
tirpating the adrenals. 

A bacteriological and clinical study of gastric 
ulcer by Saunders (55) demonstrated a specific 
streptococcus in 19 specimens of resected gastro- 
duodenal and gastrojejunal ulcers. The specificity 
was determined by cultural test, agglutination, 
cross agglutination, and agglutinin absorption. 
This strain of streptococcus has the same ag- 
glutinogenic and anti-agglutinogenic identity as 
similar strains of streptococci which produced 
mucous membrane or skin ulcers. The blood of 
persons with gastric ulcer contains specific ag- 
glutinins for this strain of streptococcus but not 
for streptococci of other types. As the virulent 
form of this streptococcus does not grow in bile, 
Saunders believes that surgical procedures which 
return bile to the ulcer-bearing area will give the 
best clinical results. 

When Fauley and Ivy (17) injected streptococci 
isolated by the Rosenow technique from 2 gastric 
ulcers into pyloric antrum pouches of dogs, there 
resulted only local areas of oedema and congestion 
which disappeared within three days. 

The importance of this type of investigation 
in the solution of the ulcer problem is apparent 
because some surgeons justify extensive resection 
on the basis of removal of the streptococcus- 
infected gastroduodenal segment. However, 
Konjetzny does not believe that the inflammation 
he has described in such detail has an infectious 
basis. 

Studies on basal secretion in man by Polland 
and Bloomfield (52) show marked _ variation. 
Many patients secrete an acid-pepsin gastric 
juice without any stimulation. Much can be 
learned of an individual’s gastric secretion by 
repeated aspiration of the gastric contents. It is 
interesting to note that most subjects yield 
higher acid values without than with test meals 
or other stimulation. 

Hollander’s (33) experimental studies support- 
ing the Heidenhein-Pavlov theory of constancy 
of acidity of the parietal secretions as evidence 
refuting the Roseman theory of hydrochloric acid 
formation is extremely interesting. Hollander 
found that if mucus is washed out of a Pavlov 
pouch and the pouch is not irritated by a metal 
catheter, the fluid collected consists of parietal 
secretions of unchanging acidity. This constancy 
of acidity is maintained until the rate of secretion 
falls to a level below the initial rate, i.e., until 
the flow of mucus and pepsin in proportion to the 
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flow of hydrochloric acid becomes large enough 
to be a significant factor. On the other hand, 
if experimental conditions are such that the flow 
of mucus throughout the experiment is fairly 
large, the terminal acidity will fall. 

An important contribution on the activation 
of different elements of gastric secretion by varia- 
tion of vagal stimulation is reported by Vineberg 
(58) of Babkin’s clinic. It was found that a 
strong induction current provokes the secretion 
of gastric juice with a very high digestive power, 
high acidity, normal content of chlorine, and 
small amount of mucus. A weak induction cur- 
rent applied to the vagi stimulates a flow of 
mucus having a high digestive power. The chief 
source of the mucus is the mucous membrane of 
the fundus. 

Gilman and Cowgill (23) report on the osmotic 
relations of blood and glandular secretion and the 
regulatory action of the total blood electrolytes on 
the concentration of gastric chlorides. When the 
electrolyte content of the blood is increased there 
is a parallel increase in the total ionic content of 
the gastric juice. The chloride ion represents 
practically all the anion of the gastric juice, a 
fact suggesting that the chloride concentration 
of gastric secretion is regulated by osmotic pres- 
sure of the blood in general. An increase in the 
osmotic pressure of the blood should bring about 
a corresponding increase in the osmotic pressure 
of gastric secretion. This supposition was con- 
firmed by injecting glucose intravenously. Even 
though glucose is a non-electrolyte, it increased 
the osmotic pressure of the blood and led to an 
increased secretion of gastric chlorides. 

An explanation for duodenal ulcers found after 
extensive burns may be supplied by the experi- 
mental work of Hueper (29), who found that 
when rats are exposed to temperatures varying 
from 4o to 41 degrees C. the pH of the duodenal 
contents becomes higher and there is a marked 
increase in the number of bacteria present in the 
duodenal contents due to invasion of colonic 
bacteria into the duodenum. Histological ex- 
amination of the duodeni of these heat-exposed 
rats shows epithelial destruction with an occa- 
sional superficial ulcer. The mucosa and sub- 
mucosa are hyperemic, and there is a marked 
lymphatic and leucocytic infiltration. 

In a study of the pathophysiology of hunger 
pains by Christensen (9) the relationship generally 
assumed to exist between hunger sensations and 
contractions of the empty stomach was not found 
in normal controls. The contractions were stopped 
by suflicient gastric contents, there being no 
relation between the different phases of hunger 
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contractions and variations in acidity of the 
gastric contents. In 16 patients with peptic ulcer, 
however, there was a distinct relationship be- 
tween hunger pains and vigorous contractions 
of the empty or nearly empty stomach. Pain was 
present when the contractions were no more 
vigorous than those observed in normal persons. 
The pain was relieved by food or by any adequate 
stomach content which substituted rest for the 
vigorous gastric contractions. This adequate 
stomach content may be acid, alkali, food, or 
ingested gastric secretions. Gastric acidity bears 
no relationship to the varying capacity of the 
vigorous contractions of the stomach to produce 
gastralgia. 
SUMMARY 

Although many valuable contributions to the 
peptic ulcer problem have been made in the last 
few years, the proper treatment for lesions which 
do not respond to medical therapy is still the 
subject of controversy. Lahey’s (42) philosophic 
opinion, which makes concessions both to the in- 
ternists and to the surgeons, seems to be a fitting 
conclusion: “Any unprejudiced person must ad- 
mit that a patient who has had an ulcer, whether 
operated on or not, is always a possible candidate 
for another ulcer, and that those patients who 
have been submitted to surgical procedures for 
ulcer, no matter what the type, are less likely 
to have recurrent ulcers and more likely to have 
better end-results when placed on just as careful 
postoperative medical treatment as if they had 
not been operated on, and when urged to modify 
their habits of life just as much as they would if 
placed on non-operative medical management.” 
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Bordoski, M.: A Spontaneous Endemic Disease of 
the Face Produced by Gas Bacteria (Spontane 
endemische Erkrankung am Gesicht hervorgerufen 
durch Gasbakterien). Jed. Pregl., 1931, vi, 258. 

The author reports upon a previously unrecog- 
nized disease of the face which he observed in a field 
hospital during the world war. He saw twelve or 
thirteen cases of the condition, but is able to give 
exact data for only seven. The appearance of four 
of the patients is shown by photographs. Nearly 
all of the patients were of robust build. One had a 
phlegmon of the right thigh from a shrapnel wound. 
The others were entirely free from wounds and other 
injuries. At first, all suffered from headaches at 
night and swelling and fever of the affected side of 
the face. All except one had chills and fever. In four, 
the fever lasted for three or four days. In all except 
one the swelling first appeared on only one side of 
the face. It spread upward to the zygomatic arch 
and onto the eyelids, which became especially in- 
volved. In one case an odorless gas escaped when 
small incisions were made through the skin of the 
face and the pain then ceased. ‘There were no 
symptoms of inflammation. The lymph glands were 
neither enlarged nor sensitive to the touch. In 
every case the face was pale. The nose, lips, and 
chin were never involved. 

On palpation, crepitation was noted under the 
skin. The swelling extended backward and down- 
ward to the border of the mandible. When the 
cervical region was involved the swelling was 
between the submental region, the larynx, the 
posterior border of the sternocleidomastoid and the 
omohyoid muscle. The submental and laryngeal 
areas remained free from swelling for a distance of a 
fingerbreadth from the midline. The jugular and 
supraclavicular fosse were always swollen, and in 
two cases the subcutaneous emphysema extended 
downward over the chest wall to the nipples. The 
mucosa of the mouth was oedematous, showing the 
marks of the teeth, but in no instance were the 
teeth defective. The tongue was always moist. In 
seven cases dirty gray irregular lesions the size of 
hemp seeds which had inflamed margins and infil- 
trations of blood in the neighboring regions were 
observed in the retromolar triangle (Braun). When 
the facial oedema was bilateral they were present on 
both sides. Mastication was painful. These changes 
in the buccal mucosa lasted for three weeks and 
then disappeared without treatment. The fact that 
the cedema and crepitation persisted longest over 
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the angle of the mandible is regarded by the author 
as evidence that this area was the primary focus of 
the disease. In three cases small transparent blisters 
surrounded by reddened mucosa and forming a ring 
with a diameter of about 2 cm. were found below or 
behind Stenson’s duct. When these ruptured, con- 
fluent dirty gray ulcers remained. In one case 
similar blisters were seen on the unaffected side 
under normal mucosa. The author attributes the 
blisters to rubbing between the teeth and an acces- 
sory parotid gland in the swollen tissues. In one 
case with bilateral swelling of the face there was 
dyspnoea with respiration of from 50 to 60 and a 
pulse of from too to 120. The patient complained of 
pains and paresthesia of the upper extremities and 
chest, weakness, and thirst. In a case in which the 
facial disease was unilateral but the cervical region 
and chest were swollen on both sides there was 
diarrhoea with marked flatulence. In one case there 
was marked sweating of the affected side of the face. 

Bacteriological studies were negative in every 
case except one. In the one exception, a strongly 
gas-forming odorless culture was obtained, but even 
in this instance there were no positive microscopic 
findings. 

The author concludes that these cases were 
examples of a benign gas phlegmon in which the 
infecting agent entered through the buccal mucosa. 
He believes that the infecting agent was in the food 
which during the war was constantly in close contact 
with the ground. DERKAC (O). 


Dew, H., and Miller, D.: Fibrocystic Epitheliomata 
of the Jaw. Australian & New Zealand J. Surg., 
1932, 1, 343- 


After reviewing the literature on fibrocystic 
epitheliomata of the jaw the authors report a 
number of cases which were treated surgically. 
According to Malassez, the tumors arise from para- 


dental débris. On the basis of the histological 
picture, Ewing distinguishes three types of tumors: 
(1) acanthomata, (2) plexiform epitheliomata, and 
(3) glandular adamantinomata. 

Joun H. Gartock, M.D. 


EYE 


McAndrews, L. F.: Chemical Burns of the Eye. 
Arch. Ophth., 1932, vii, 779. 

Chemical burns of the eye are always serious. In 
ammonia burns the condition of the eye may appear 
favorable immediately after the injury, but within 
from six to ten days the cornea begins to melt and 
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panophthalmitis develops. The damage in burns of 
this type is due to the formation of a very toxic 
soluble alkali albuminate. 

Acids precipitate the albumin of the tissues and 
cause the formation of dense scars. 

In lime burns, the chemical action is due to the 
formation of calcium albuminate and calcium car- 
bonate, and the increase in the opacity is caused by 
an incrustation of calcium carbonate. 

Vircit Wescott, M.D. 


Abraham, S. V.: Myasthenia Gravis. New Diag- 
nostic Eye Findings with Possible Pathological 
Significance. Arch. Ophth.. 1932, vii, 700. 


The author presents experimental evidence which 
led him to conclude that myasthenia gravis is not a 
true myasthenia. He examined routinely about 
1,000 patients, including 6 with epilepsy, 17 with 
chorea, 6 with paralysis agitans, 1 with encephalitis 
with ocular crises, 1 with epilepsy after acute en- 
cephalitis, 19 with multiple sclerosis, 3 with pro- 
gressive muscular atrophy, 1 with muscular atrophy, 
1 with pernicious anemia, about 20 with syphilis of 
the nervous system, and 8 with myasthenia gravis. 

The examination consisted of repeated tests for 
the phorias plus ductions with rapid interchanging. 
In the 8 cases of myasthenia the phorias did not re- 
main constant, even hyperphorias changing from 2 
to 20 degrees and from right to left in a way not seen 
in any other disease. Moreover, the position as- 
sumed by the eyes during these tests and the large 
amount of ductions possible suggested that the dis- 
ease is due, not to tiring of the muscle as its name 
implies, but to a Jack of proper “return” of the 
muscle. The author states that, if the double in- 
nervation theory is correct, this must be due to a 
disorder of the vegetative nervous system. 

Tuomas D. ALLEN, M.D. 


Bietti, G.: A Melanocarcinoma of the Eyeball and 
Orbit Arising from the Pigmented Epithelium 
(Ueber ein vom Pigmentepithel ausgehendes Mel- 
anocarcinom des Bulbus und der Orbita), Adin. 
Monatsbl. f. Augenh., 1931, Ixxxvil, 459. 

Bietti reviews from the literature seven cases of 
pigmented, and two cases of non-pigmented, epithe- 
lial tumor of the iris; one case of peculiar ‘floating 
cancer of the posterior layer of the iris”’ (of Hirsch- 
berg and Birnbacher); cases of benign tumors, 
adenomata, papillomata, endotheliomata; benign 
epithelial tumors and malignant tumors of the ciliary 
epithelium (Fuchs); dictyomata, which are very 
similar to gliomata; and tumors, often with a very 
malignant course, which arise from the ciliary 
epithelium or the pigmented epithelium of the 
retina or both. After this review he reports an 
observation of his own 

His patient was a man sixty-five years old who 
was referred to the clinic with the diagnosis of per- 
forated choroidal sarcoma of the left eve. The tumor 
had given rise to its earliest subjective symptoms 
five years previously, had led to rapid diminution of 
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vision, and had finally caused swelling and hemor 
rhage of the eye. It was the size of a walnut, « 
nodular, grayish-black, ulcerated growth which pro- 
truded between the lids. At the angle of the lower 
jaw on the left side a gland the size of a pigeon’s egg 
was found. The accessory sinuses were free. Exen- 
teratio orbite with extirpation of the gland was 
done. Two months later metastases began to appear 
in the liver and spinal cord, and five months later 
the patient died. Autopsy was not performed. 

Histological examination showed remarkable va- 
riety in the tumor. In some areas it resembled carci- 
noma sarcomatodes as the cells were similar to those 
of melanosarcoma and yet had an epithelial cha 
acter, forming alveolus-like groups similar to those 
in alveolar carcinoma. On the other hand, coi 
siderable active involvement of the retina was mani- 
fested by the formation of an ectodermal frame 
work of Mueller’s supporting fibers from the limiting 
membranes as well as the glial substance. The pig- 
mented epithelium of the retina, but more especia!|\ 
of the ciliary retina and perhaps also of the iris 
portion, was involved in the proliferation. Karyo 
kinesis was found always in pigment-free cells stil! 
within the pigmented tumor masses. The glands 
showed only here and there large, heavily pigmente:! 
epithelial cells with a tendency toward tube forma 
tion which corresponded to the cells of the main 
tumor. The tumor was called a ‘‘melanocarcinoma 
of the pigmented epithelium” because of: (1) its 
malignancy and considerable local destructive 
growth, (2) the newly formed connective tissuc 
stroma between the non-plastic cells, corresponding 
to that in other carcinomata, and (3) the larg 
amount of pigment present in the neoplasm. 

P. WAETZOLD (0). 


Mickevic, V.: Trachoma and Blindness in the 
Former Barabinsk District of Western Siberia 
(Trachom und _ Blindheit in dem _ ehemaligen 
Barabinskbezirk von Westsiberien). Arch. Oftaln., 
1931, Vili, 374. 

The Barabinsk district is a large region inhabited 
by half a million people. It contains 19 circuits and 
3 cities. The population is made up of Russians, 
Cuwasch (Tschuwasch), Poles, Germans, anid 
Letts. The region is 1,600 km. across, and thi 
average circuit of physicians is from 60 to 80 km. 

Up to 1927 the district had not been surveye: 
with regard to trachoma. In 1928 Micke\ 
examined 2,488 persons from a few villages in t! 
Novo-Troitzky circuit and found 1,036 (41.2 px 
cent) of them afflicted with trachoma. This hig 
incidence of trachoma is explained by_the epidem 
character of the disease among the Cuwasch w!) 
constitute the greater number of the inhabitants 
the region. Of the 1,159 Cuwasch examined, 8 
(69 per cent) were trachomatous, while of t! 
Russians, only 16.9 per cent were affected. In som 
of the Cuwasch villages from 90.2 to 92.8 per ce! 
of the inhabitants were found to be trachomatou 
In some families practically every member w: 
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alfected with the disease (Cuwasch, 29.7 per cent; 
Russians, 1.2 per cent). However, even these 
families included individuals who remained free 
from the condition. The condition tended to occur 
in adults more frequently than in children. 

In order to study trachoma further in this 
district, an eye clinic was established in the Nichne- 
Kargatsky circuit during 1929. Here, 1,598 cases of 
primary and 598 cases of secondary eye affections 
were examined. Among these, trachoma was found 
in 990 (61.9 per cent). In 120 cases of trachoma 
operative treatment was given. Of 11,099 patients 
admitted from 9 other circuits for examination, 42 
per cent were trachomatous. Of 8,727 school chil- 
dren examined, 1,029 were affected with trachoma. 
The incidence of the condition in school children 
averaged 11.6 per cent, but varied in the different 
circuits from 1.8 to 39.5 per cent. 

The author studied also the data of the eye 
department of the district hospital for the years 
1927 and 1928. Of the 2,616 patients, 26.4 per 
cent were trachomatous. Of those between the 
ages of one and fifteen years, Trachoma I was found 
in 82.3 per cent and Trachoma II and III in 17 per 
cent. Trachoma III occurred chiefly in those over 
thirty years of age. Trachoma was found even in 
nurslings. In 50.1 per cent of the cases of trachoma 
complications were present. The most frequent 
complications were pannus, which was found in 25 
per cent, and entropion with trichiasis, which was 
found in 10.3 per cent. Trachoma III was com- 


plicated most frequently by pannus, entropion, and 
xerophthalmos, and Trachoma II, by pannus and 


ulcer of the cornea. Four hundred and three 
operations and 646 operative manipulations were 
carried out. 

In 1928 Mickevié examined the school children in 
the city of Kainsk. Of 1,007 children, 49 (4.9 per 
cent) had trachoma. The greater number belonged 
to the Tartar and Cuwasch races. The author 
discusses also the incidence of blindness in this 
district. The incidence of incurable blindness in all 
cases of eye disease varied in the different circuits 
from 0.3 to 3 per cent. Fifty-three and three-tenths 
per cent of all cases of blindness were due to trach- 
oma, 20 per cent to smallpox, 13.5 per cent to 
trauma, and 6.6 per cent to syphilis. Three-fourths 
of all blind persons were more than forty years of 
age. Blindness was 2!4 times more common in 
women than in men. The coeflicient of blindness in 
the total population was 30 among the Russians and 
04 among the Cuwasch. 

On the basis of these studies Mickevi¢ comes to 
the following conclusions: 

1. In the large Barabinsk region the incidence of 
trachoma is high. In the greater number of circuits 
the cases are widely distributed, but in some of the 
villages they appear to be concentrated locally. 

2. The great extent of the Barabinsk area, the 
diversity of races inhabiting it, and the great number 
of immigrants render the fight against trachoma, 
and particularly against blindness, very difficult. 
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3. The data obtained from clinics and from ex- 
aminations of school children and persons selected 
indiscriminately from the general population give a 
good idea of the geographic distribution of trachoma 
in this region. 

4. The ophthalmological service to these people 
may be improved by the establishment of an eye 
department in the circuit hospitals with an ophthal- 
mological specialist for each circuit. 

5. In the cities of the district it would be very 
advantageous to organize intercircuit hospitals 
with sections for all specialties on the order of an 
out-patient dispensary. G. D. Poryax (0). 


Appelmans, M.: An Experimental Contribution to 
the Study of Subconjunctival Tuberculosis of 
the Eye (Contribution expérimental 4 |’étude de la 
tuberculose oculaire sous-conjunctivale). Rev. belge 
d. sc. méd., 1932, iv, 177. 

The author reports experiments on rabbits in 
which subconjunctival tuberculosis was brought 
about by inoculation with a solution of human 
tubercle bacilli. Rabbits were used instead of 
guinea pigs because rabbit tuberculosis is more like 
human tuberculosis. 

When an undiluted solution of the bacilli was 
used, the animals died before local lesions developed. 
When a 1:100 or 1:1,000 solution was employed, 
typical subconjunctival tubercles were produced. 
The tubercles produced by the 1:1,000 solution were 
fewer and did not persist so long as those produced 
by the r:100 solution. Dilutions of more than 
1:1,000 were inconstant in their results. In the 
author’s opinion this fact explains why Blanc and 
Caminopetros reported that subconjunctival tuber- 
culosis cannot be produced in the rabbit. The sub- 
conjunctival tubercles generally heal spontaneously. 

The effect of radium on this ocular tuberculosis 
was also studied. Flemming and Kruzius reported 
that radium has a good effect on subconjunctival 
tuberculosis, but the author found that it had no 
effect either when a single erythema dose was given 
in an hour or several fractional doses of ten minutes 
each were administered, and that when it was applied 
for two hours continuously it sometimes caused 
abscess and fistula. ©Auprey Goss Morcan, M.D. 


Wilson, R. P.: Ophthalmia A¢gyptiaca. 
Ophth., 1932, XV, 397. 

The author describes trachoma and some of 
the closely related infections, Morax-Axenfeld con- 
junctivitis, Kochs-Weeks conjunctivitis, and gonor- 
rhoeal conjunctivitis. 

He believes that the trachoma seen in Egypt is 
an infectious disease sui generis, the development 
of which is not dependent upon a preceding in- 
fection of a different type. He concludes, however. 
that the trachoma virus flourishes more readily on 
an unhealthy conjunctiva, and that therefore other 
infections probably favor its spread. Infections and 
irritation of the eye from dust, wind, and glare are 
common in Egypt. 


Am. J. 
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Following a description of the various stages in 
the development of trachoma, Wilson shows the 
appearance of the lesion by illustrations in color 
and describes the histological picture. 

Tuomas D. ALLEN, M.D. 


Mayer, L. L.: Detachment of the Retina and Its 
Surgical Therapy: An Experimental Study. 
Arch. Ophth., 1932, vii, 499. 

Maver describes his technique for producing me- 
chanical detachment of the retina in rabbits and 
reviews the microscopic changes taking place after 
the use of various methods of cauterization on 
normal rabbit eyes and those in which detachment 
of the retina has been produced. He draws the 
following conclusions: 

1. This study suggests that the retinal tear or 
hole is not the only factor maintaining detachment 
of the retina. 

2. Although re-attachment occurs when the cau- 
tery is used, there is marked destruction of tissue in 
the vicinity of the operative wound. 

3. Permanent detachment of the retina has not 
yet been produced experimentally, and further prog- 
ress in a study of retinal detachment must await its 
experimental production. 

“94. Methods that do not cause extensive destruc- 

tion but produce an exudate that seals the retina 

to the choroid would seem to be the procedures of 

choice. Lestre L. McCoy, M.D. 


Paton, L.: Vesticulo-Ocular Reflex Paths. Brit. J. 
Ophth., 1932, Xvi, 257. 

Paton discusses and shows by means of diagrams 
the different ways by which the labyrinth impulse 
can reach and affect the oculomotor controls and 
how intimately they are linked up with other 
muscular controls. Vircit Wescort, M.D. 


EAR 


Schillinger, R.: The Apparent Therapeutic Effect 
of the Roentgen Ray upon the Clinical Course 
of Acute Mastoiditis; Preliminary Report. 
Radiology, 1932, xviii, 763. 

Having observed improvement in mastoiditis fol- 
lowing the use of the X-ray for diagnostic purposes, 
Schillinger studied the therapeutic effect of roentgen 
irradiation in thirty-eight cases of acute mastoiditis. 
In 85 per cent repeated roentgen-ray exposures were 
followed by recovery. He states that Granger pre- 
viously reported favorable effects from fractional 
doses in the cases of infants presenting signs of in- 
fection and occlusion without softening. In Granger’s 
in which softening or bone destruction had occurred 
the results were unfavorable. The author cites also 
Desjardin’s report on the beneficial action of irra- 
diation in inflammatory conditions. 

In the author’s thirty-eight cases the sexes were 
equally represented. In all but one case the nutri- 
tion was fair or good. Of seven patients who came 
to operation after two or more roentgen-ray ex- 
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posures, all were females with softening or bone 
destruction. 

The technique of roentgen diagnosis of acute 
mastoiditis recommended by the author includes the 
use of a standard X-ray machine; 20 ma.; exposure 
for from one-third to two seconds for each plate. 
depending on the patient’s age; a 25-in. distance; 
a 4-in. spark gap; and a 3-in. cone. Two plates 
are made for each ear. 

For treatment, one-quarter of an erythema dose 
is given with the use of 7.5 ma., an exposure of 
from fifty to ninety seconds, a distance of 16 in., 
a 6.5-in. spark gap, the Law position, a 3-in. cone, 
and one fiber filter. CLARENCE V. BATEMAN, M.D. 


Asherson, N.: Some Postoperative Results of the 
Radical Mastoid Operation in Children. Post- 
operative Otorrhoea. J. Laryngol. & Otol., 1932, 
xlvii, 317. 

Asherson reports the results of too consecutive 
radical and conservative mastoid operations per 
formed on children in a consecutive series of about 
1,000 cases of chronic suppurative otorrhcea. A dry 
cavity was obtained in about half of the cases in 
which a radical operation was done and in about 
two-thirds of those in which a muscle graft was used. 
Nojintracranial complication occurred, and no dead 
labyrinth was found. About 75 per cent of the pa 
tients have their hearing reduced to a whisper at 6 
in. The others can hear a whisper at 2 ft. In no case 
is there absolute deafness. 

Otorrhoea may be classed as persistent only after 
it has continued for at least six months. Persistent 
otorrhcea may have its origin in the mastoid exca 
vation (polypi, retention cysts, undiscovered ne 
crosis) or in the tympanic cavity (sinus of the 
tympanum). The author believes that removal oi 
the tonsils and adenoids is indicated only in cases 
of*chronic otorrhoea with a central perforation. 

GeorceE R. McAvutrr, M.D 


NECK 


Figi, F. A.: Chondroma of the Larynx: Report of 
Six Cases. Ann. Olol., Rhinol. & Laryngol., 1932, 
xli, 360. 

Seven patients with cartilaginous tumors of the 
larynx have been examined at the Mayo Clinic. The 
case of 1 was reported by New. In this article Figi 
reports the cases of the 6 others. The 6 tumors 
described by Figi were in striking contrast to approx 
imately 600 malignant neoplasms of the larynx 
which were observed in the Clinic during the same 
period. Two of the 6 patients were women. The 
ages of the patients ranged from thirty-four to sixt) 
four years and averaged fifty-two years. 

The symptoms of chondroma of the larynx are i! 
general those of any slowly growing neoplasm o! 
this organ. Dyspnoea and hoarseness are the most 
common. Dyspncea was the initial symptom in hal! 
of the cases reviewed. The presence of a tumor i! 
the region of the thyroid cartilage had been noted 
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by 3 of the 6 patients. Because of the inactivity of 
these neoplasms and the fact that they rarely ulcer- 
ate, the symptoms are so insidious that it is difficult 
for the patient to state a definite time of onset. The 
patients examined at the Mayo Clinic had been 
aware of the presence of trouble for from six months 
to five years prior to the examination. Three of 
them complained of dysphagia. 

In chondroma of the larynx the physical observa- 
tions are of the utmost importance in establishing 
the diagnosis. Frequently the nature of the tumor 
will be suspected from the findings of laryngoscopic 
examination or palpation in the neck. However, a 
positive diagnosis based on clinical data alone 
scarcely seems justifiable. Sometimes the diagnosis 
can be made from a consideration of the history 
with the physical findings and roentgen demon- 
stration of the tumor, but as a rule microscopic 
examination of the tissue is necessary to confirm it. 

The treatment of chondroma of the larynx 
depends upon the site and size of the growth, the 
character of its attachment to laryngeal cartilages, 
and its activity. According to Moore, the treatment 
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of such growths is analogous to that for carcinoma 
in the same situation and is surgical. It should be 
added, however, that the usual benign character of 
these lesions justifies decided conservatism. In 
the majority of cases laryngofissure and enucleation 
of the growth, together with its capsule, is the treat- 
ment of choice. In cases in which a fairly large 
tumor is situated in the supraglottic portion of the 
larynx, subhyoid pharyngotomy may offer a more 
satisfactory surgical approach. 

Three of the 6 patients whose cases are reported 
by Figi were well when they were last seen, from one 
to two years after the operation. One patient did 
not remain for treatment and died at home three 
and a half years later. The cause of death is not 
known, but the extent of the tumor at the time of 
examination suggests that it was the laryngeal 
growth. One patient on whom a first-stage laryn- 
gectomy for removal of the tumor was performed 
twenty-one years ago, died of pneumonia. One pa- 
tient returned to the Clinic with an extensive local 
recurrence after removal of the chondroma, but re- 
fused further treatment. 





SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Vogeler, K., Herbst, G., and Stupnitzki, A. von: 
The Late Results of Injuries Due to Bullet 
Wounds of the Skull (Das Spaetschicksal der 
Schaedelschussverletzten). Deutsche Ztschr. f. Chir., 
1931, CCXXXIV, 245. 

The authors discuss the end-results of cranial 
injuries due to bullet wounds on the basis of a study 
of more than 1,300 cases. The chief purpose of the 
study was to determine the value of immediate 
active treatment of such injuries which was carried 
out for the first time routinely during the world war. 
Regarding the immediate value there seems to be no 
further doubt as the primary mortality was lowered 
considerably after adoption of such treatment, but 
regarding the late results there is still considerable 
uncertainty. 

The injuries reviewed are divided into those of the 
soft parts, those of the dura, those of the brain, 
those which were fatal, those necessitating com- 
pensation at first, and those necessitating com- 
pensation today. 

Eight per cent of the patients are now dead. Of 
those surviving, 20 per cent formerly received com- 
pensation and 72 per cent are now receiving com- 
pensation. 

Completely penetrating wounds of the skull occur 
practically only when the bullet enters the forehead. 
The authors show by illustrations the course of the 
bullet in the cases of patients with penetrating skull 
wounds who are still alive. In a large number of the 
cases the bullet is still present, but in the majority 
only small splinters remain. Primary operation for 
removal of the fragments was undertaken in 62 per 
cent of the cases. This percentage included soft 
part injuries. Of the 66 patients who died, 32 died 
from direct complications of the injury such as 
meningitis, cysts, brain ‘abscess, and status epilep- 
ticus; 17 died from pulmonary tuberculosis; and 4 
died by suicide. The authors discuss these causes of 
death in detail with regard to whether they might 
have been prevented by some other method of 
treatment. They conclude that in the majority of 
_ no other treatment would have prevented 

eath. 


Traumatic epilepsy is next discussed. The authors 
have found that traumatic epilepsy develops in 20 
per cent of cases of gunshot injuries of the skull. 
They discuss its relation to the depth of the wound. 
Of 117 cases of soft part injuries, traumatic epilepsy 


occurred in only 1. After injury of bone, dura, or 
brain, it was considerably more frequent. The 
authors call attention to the fact that apparently 
very minor skull injuries are often associated with 
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very severe brain lesions. Of great importance is th« 
time of appearance of traumatic epilepsy. Convul 
sions that begin early may improve. The later they 
occur the more unfavorable the prognosis. A person 
with a gunshot wound of the skull in never free from 
the danger of developing traumatic epilepsy, even 
after many years. The authors have observed cases 
in which traumatic epilepsy developed sixteen and 
seventeen years after the injury. They discuss the 
question as to whether early interference prevents 
or delays the development of epilepsy. Their 
statistics seem to indicate that it increases the 
incidence of the condition. However, attention is 
called to the fact that, in general, primary operation 
was performed in the cases of more severe injury anid 
that therefore a comparison with cases not operated 
upon primarily is of no value. On the other hand 
when the primary convulsions ceased after the sur- 
gical removal of irritation the end-results were 
excellent. 

In conclusion the authors state that of 500 persons 
with skull injuries due to bullets, 300 will die im- 
mediately and too will die during hospitalization. 
Of the remaining 100, ro will die within a few years. 
About 20 will get well, but if those with soft part 
injuries are excluded, this number will be reduced tu 
about 7. The latter are the only ones who will 
recover completely after cranial injuries. The 
remaining 70 are entitled to high compensation. 

VOGELER (Z). 


Susman, W.: Embryonic Epithelial Rests in the 
Pituitary. Brit. J. Surg., 1932, xix, 571 


Susman made sections of the pituitary glands o! 
230 persons who had had no signs of pituitary dis 
turbances. Although “‘only a few of the 230 glands 
were examined in serial sections,” he found that 
71 (30.4 per cent) contained epithelial rests of an 
embryonic character. The rests were of 3 types. 
In 32 cases examination revealed squamous-cell 
rests; in 29, primitive epithelial rests; and in 3 
primitive glandular epithelial rests. Seven of the 
71 glands showed cells of more than 1 type. The 
rests were found in all parts of the capsule and 
the substance of the gland, but were most common 
in the capsule of the anterior portion. 

Leo M. Daviporr, M.D. 


Frazier, C. H.: Lesions in and Adjacent to the 
Sella Turcica. Am. J. Surg., 1932, xvi, 199. 

This author gives a clinical discussion, with re 
ports of illustrative cases, of lesions in and adjacent 
to the sella turcica of the type usually presenting 
what has been called the “chiasmal syndrome.” He 
divides these lesions into the following nine types: 
(1) intrasellar adenoma, (2) suprasellar adenoma, 
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(3) adenocarcinoma, (4) malignant adenoma, (5) 
adamantinoma, (6) teratoma, (7) ganglioneuroma, 
(8) suprasellar arachnitis (pseudotumor), and (0) 
suprasellar fibroblastoma. He states that one out 
of every eight adenomata of the pituitary gland is 
an adenocarcinoma. Another important observa- 
tion is that “the fields in the craniopharyngeal 
adamantinomata are extremely variable; they may 
include a bitemporal hemianopsia, homonymous and 
binasal heminopsia, concentric contraction, or no 
obscuration of the fields at all.” 

While Frazier does not deal with the operative 
technique in attacking the lesions in the region 
under discussion, he implies by the legends under 
some of the illustrations that he has given up the 
use of the direct transfrontal bone flap and now uses 
the large, more lateral frontotemporal approach. 

Leo M. Daviporr, M.D. 


Brandao Filho: Tumors of the Brain (Tumores do 
encefalo). 1932: Rio de Janeiro, Pimenta de Mello. 


This monograph reports in detail the histories 
and operative findings in five cases of intracranial 
tumor and one case of hydrocephalus. The tumors 
included a tuberculoma at the base of the brain, a 
fibro-endothelioma of the sylvian fissure, a chro- 
mophilic adenoma of the hypophysis, gliomatosis of 
the meninges at the base, and an endothelioma of 
the cerebellum. After each case report the author 
reviews some of the literature on the condition and 
attempts to account for mistakes made in the pre- 
operative diagnosis in cases in which surgical explo- 
ration is negative. Hae Haven, M.D. 


McKenzie, K. G.: A Surgical and Clinical Study of 
Nine Cases of Chronic Subdural Hzematoma. 
Canadian M. Ass., J., 1932, XXvi, 534. 


For the surgical treatment of chronic subdural 
hematoma the author recommends a small opening 
in the bone in preference to a large osteoplastic 
resection. He states that with few exceptions it is 
possible to remove the fluid contents and soft clots 
by suction. In cases in which the brain does not 
immediately obliterate the cavity drainage for 
twenty-four hours is thought to prevent reaccumu- 
lation of the fluid. 

Two arguments advanced in favor of a large osteo- 
plastic exposure are that in some cases the hema- 
toma is solid, and that the better exposure allows 
removal of the membrane surrounding a liquefied 
hematoma. McKenzie states that in the nine cases 
he reports no solid hematoma was discovered, but if 
such a hematoma had been found a larger exposure 
could have been made. He believes that removal of 
the membrane is an unnecessary procedure which 
may be dangerous, and that stripping of the mem- 
brane from the dura may cause oozing which may 
result in the formation of a new clot. He reports a 
case in which the subdural hematoma re-formed 
when, on account of the patient’s condition, rapid 
closure without suture of the dura was done. The 
bleeding may have been from the bone flaps or the 
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line of the scalp incision. The formation of a new 
clot is favored when the membrane is stripped from 
the dura beyond the immediate operative field. The 
membranes are a reaction to the hematoma and 
probably atrophy or disappear after its removal. 
Horrax found that the membranes seen at the time 
of removal of the contents of a hematoma by suction 
through a small opening disappeared in three 
months. As the outer membrane is usually no thicker 
than thin blotting paper and the inner membrane is 
thin and transparent, these membranes will not 
cause pressure or symptoms when the subarachnoid 
space is intact. 

In five of the nine cases reported by the author a 
large osteoplastic flap operation was done.  Difii- 
culty was experienced in obtaining a dry field. In 
the four other cases only a small bone opening was 
made. In two of the latter drainage was not 
employed and convalescence was delayed. In one, 
convalescence was satisfactory after drainage was 
established. In the one case in which drainage was 
established immediately recovery was prompt. In 
all of the cases the operation could have been done 
with a small opening from 1 to 2 cm. in diameter in 
the upper temporal region, the contents of the sac 
sucked out, and the drainage tube, 0.25 cm. in 
diameter, left in place through the dura and outer 
membrane of the sac. Drainage should be main- 
tained for from twenty-four to forty-eight hours, 
until no pulsation of saline solution in the tube is 
observed. As the arachnoid is intact, drainage is not 
followed by leakage of cerebrospinal fluid. 

As a rule the chief complaint is headache. The 
presence of papilloedema usually leads to a diagnosis 
of brain tumor unless a definite history of trauma is 
obtained. Trauma precedes the development of 
symptoms by from six to eight weeks. Only occa- 
sionally is it severe enough to cause unconsciousness. 
In some cases it may be so mild as to be forgotten. 

Hwmorrhage probably occurs from one of the 
unsupported cerebral veins which cross the subdural 
space to enter the longitudinal sinus. The blood clot 
becomes enclosed by a thin membrane having a fine 
vascular attachment to the dura but no attachment 
to the arachnoid. In many cases localizing signs are 
either confusing or absent. Headache immediately 
after the accident may be of great aid in the deter- 
mination of the site of the lesion. Retardation of 
mental processes is frequent, but mental changes 
other than dullness are uncommon and as a rule 
operation is followed by complete recovery. The 
lesion is commonly found at autopsy in hospitals for 
the insane. This fact raises the question as to 
whether it may be a cause of insanity. Its frequency 
in insane persons may be due to the more frequent 
head injuries sustained by the insane or perhaps to 
unsupported abnormal vessels in an atrophied brain. 

In several of the cases reported there was insta- 
bility of stance and gait suggesting a cerebellar 
lesion, but nystagmus was absent. A ventriculogram 
or one or more exploratory burr holes may be neces- 
sary for the diagnosis. Fleming and Jones have 
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observed eight cases. As in four of these the con- 
dition was bilateral, McKenzie has resolved to 
make a bilateral exploration in the future. He 
believes that in the diagnosis more attention should 
be paid to shifting of the pineal shadow. 

E. S. Pratt, M.D 


Taylor, E. W.: Jacksonian Attacks and Brain 
Tumor. New England J. Med., 1932, ccvi, 771. 
Taylor reports four cases showing the important 
relationship between focal epilepsy and tumor of the 
brain. In two of the cases the more common signs 
of brain tumor were entirely absent. Taylor calls 
attention to air injection as a great aid in the diag- 
nosis of neoplasm of the brain. He believes that 
neoplasm is the most frequent cause of localized 
so-called jacksonian seizures. He states that surgery 
remains the only rational method of dealing with 
focal attacks which have tumor as their presumable 
cause. R. GLEN SpurLInc, M.D. 


PERIPHERAL NERVES 


Pollock, L. J., and Davis, L.: Peripheral Nerve 
Injuries. Sixth Installment. Am. J. Surg., 
1932, XV1, 5490. 

In the twenty-first chapter of their book on 
peripheral nerve injuries the authors confine them- 
selves to a consideration of the treatment of injuries 
which may be termed irreparable. In this group 
they place cases in which muscle function does not 
return after suture of the nerve ends and cases of 
injury so extensive that end-to-end suture is im- 
possible. In such cases various supplementary pro- 
cedures may restore some degree of function in 
the involved extremity. These alternative surgical 
methods are tendon transplantation, neurotization 
of muscles, and immobilization of joints. In the 
authors’ opinion they should be employed only when 
nerve regeneration is definitely precluded. 

The most efficient of these methods seems to be 
tendon transplantation. The authors discuss this 
operation in detail and describe the techniques of 
the transplantations found most useful in compen- 
sating for the disability resulting from the most 
common lesions of individual nerves. In the upper 
extremity mobility is considered the chief aim of 
treatment, whereas in the lower extremity fixation 
is essential for stable weight bearing. 

Neurotization of muscles is most useful in cases 
in which the nerve branch to a given muscle has 
been severed near its entrance into the muscle or 
where it can be freed and implanted at a slightly 
higher level. 

In the twenty-second chapter the authors deal 
exclusively with lesions of the radial nerve. Of all 
of the peripheral nerves, the radial nerve is most 
commonly injured in civil life. The signs and symp- 
toms of radial nerve injuries are considered in de- 
tail and the best methods of testing for the various 
interruptions of function are given. The supple- 
mentary movements which are commonly present 
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are enumerated, together with the methods for 
their production. Objective sensory loss is often 
overlooked in cases of radial nerve lesions because 
of the widespread overlap to painful sensibility and 
failure of the examiner to have the parts examined 
shaved before the examination. Of all of the 
peripheral nerves, the radial nerve shows the great- 
est variation in the areas of loss of sensation to both 
epicritic and protopathic stimuli. 

The extensors of the middle, ring, and little fingers 
begin to recover first, and the extensors and the 
adductor of the thumb regain their power las‘ 
Simultaneous extension of the wrist and all of the 
fingers seems to be the final stage in the recovery of 
voluntary movement. In the radial nerve, as in 
other nerves, the interlacing of the borders of sensory 
loss to the various modalities and the recovery o/ 
tactile sensibility in islands away from the border 
of former loss constitute evidence of recovery. 

The surgical anatomy of the radial nerve and its 
branches is described by the authors in detail. The 
operative approach to lesions in any part of the 
course of this nerve and the technique of transposi- 
tion to the anterior surface of the humerus to over 
come large defects in the middle third of the nerve 
are outlined. The latter procedure is not advise: 
if it endangers the nerve to the triceps muscle as 
the authors consider extension of the forearm a more 
important function than extension of the wrist or 
fingers. Hate Haven, M.D 


Heidrich, L., and Kuettner, H.: Dull Injuries of 
the Brachial Plexus (Die stumpfen Verletzung: 
des Plexus brachialis). Deutsche Ztschr.f.Chir., 1931, 
ccxxxiv, 586. 

In recent times sport and machines have caused i 
considerable increase in the incidence of dull injuries 
of the brachial plexus. Before the World War these 
injuries were rare. The authors report on sixty-two 
such injuries which were treated at the Bresla 
Surgical Clinic in the period from 1926 to 1931. 
These injuries were complications of luxations and 
fractures or due to severe compression of the shou! 
der girdle in a fall or by transmitted force. 

In the introduction a detailed description of the 
anatomical structure of the brachial plexus is given 
On the basis of this structure three types of injur 
are distinguished: (1) the root type, (2) the fascicli 
type, and (3) the nerve-stem type. The severe an‘ 
moderately severe injuries are associated with tota! 
paralysis of the entire upper extremity, whic! 
recedes more or less after days or weeks and termi 
nates in various forms of residual paralysis. The fact 
that in none of the cases reviewed was total plexu- 
paralysis observed as a terminal condition is ev! 
dence that in the primary serious disease picture 
concussion of the nerves (the commotio nervi 0! 
Kuettner) plays an important part. This concussion 
is responsible also for considerable degeneration 0! 
the medullary sheaths of nerves which externally 
appear uninjured as well as for the perineural anc 
paraneural exudation of blood and lymph. 
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The most severe injuries were produced indirectly. 
In four cases they were caused by an attempt to 
stop runaway horses in which the injured person was 
dragged for a long distance. In both types of injury 
the extended arm was suddenly pulled upward and 
backward and kept in this position for a long time. 
In only one case was it suspected that the roots of 
the fourth and fifth cervical nerves had been torn 
out of the spinal cord. In the other cases, as proved 
by the subsequent favorable course, there was only 
an overstretching with numerous ruptures into the 
interior of the nerve structure. 

Most of the moderately severe paralyses were the 
result of frequent falls upon the shoulder, a blow 
and thrust upon the clavicle or the supraclavicular 
fossa. Dislocation of the head of the humerus and of 
the shoulder joint and fractures of the clavicle also 
came into consideration. Automobile and motor- 
cycle injuries were the exciting causes. In most of 
the cases the paralysis appeared in the form de- 
scribed by Erb. In only one case was it of the type 
described by Klumpke. 

The light forms of paralysis were usually caused 
by direct and more continued, but less severe pres- 
sure, such as that sustained by stone and coal 
carriers. In one case Erb’s paralysis developed after 
climbing. Of sixteen cases of obstetrical paralysis, 
fifteen were of the Erb type and one was of the 
Klumpke type. In twelve, the labor was ended 
operatively. It appeared to the authors that 
avulsion of the nerve roots was probable in only one 
case. In three cases there were fractures of the 
humerus and the clavicle, and in one case there was 
a luxation of the shoulder. 

In the prognosis of these cases electrical examina- 
tion is of the greatest importance. If there is a com- 
plete reaction of degeneration, the nerve is severely 
injured, but this does not necessarily mean a serious 
anatomical change as it may be due to simple 
commotio nervi. If the reaction of degeneration is 
only partial, it indicates the presence of a temporary 
nerve injury. 

The authors emphasize especially that in some 
cases, in spite of the existence of the complete reac- 
tion of degeneration, the function of the affected 
muscle was maintained, whereas on the other side 
with an existing loss of function the electrical 
excitability was in no way disturbed. Therefore 
electrical excitability and function are not always 
parallel. 

In the treatment, the procedures of choice are 
conservative measures to protect the paralyzed 
muscles from overstretching and to prevent the 
development of contractures in the opposing mus- 
cles, atrophy of the paralyzed muscles, and stiffening 
of the joints. 

In Erb’s paralysis the affected arm was placed in 
the double right-angle position and movement and 
electrical treatments were begun early. In addition, 
stimulating, tapping, and kneading massage were 
given. The faradic current was used only after 
faradic excitability had returned. 
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Operative treatment was undertaken only in 
cases of plexus paralysis that showed no signs of 
improvement after six or seven months. However, 
the results in the six cases operated upon were 
unsatisfactory as only one of the patients examined 
two or three years later showed even slight improve- 
ment. Max Buppe (Z). 


Adair, F. E.: Neurogenic Sarcoma and Its Allied 
Lesions. A Clinical Study. Surg. Clin. North 
Am., 1932, Xii, 357. 

Of the 317 patients with neurogenic sarcoma ad- 
mitted to the Memorial Hospital, New York, since 
1916, 94 were still living at the time this report was 
made. The average age of these patients at the time 
of their admission to the hospital was forty-two 
years. The author reports cases indicating that 
neurogenic sarcoma is frequently a familial disease. 
The tumor occurs most often in the interscapular 
region, about the knee, on the thigh, in the chest 
wall, and in the calf of the leg. 

Adair emphasizes the importance of careful local 
excision of such subcutaneous tumors as neuromata, 
neurofibromata, fibromata molluscum, plexiform or 
circoid neuromata, and neurogenic sarcomata. He 
believes that neurofibromata with a diameter of 1.5 
cm. or more should be looked upon with suspicion as 
they may have taken on the qualities of malignancy. 
The excision of these tumors is recommended to ob- 
tain the specimen for microscopic examination and 
accurate diagnosis, to determine the correct treat- 
ment, to prevent the future development of malig- 
nancy. 

In the cases reviewed, amputation of the involved 
limb gave a high incidence of cure, but surgical 
extirpation alone and irradiation alone were fre- 
quently followed by failure. The best results were 
obtained by amputation and by wide careful excision 
of the tumor and its surrounding tissues preceded 
and followed by irradiation. 

EDWARD ZOLLINGER, M.D. 


SYMPATHETIC NERVES 


Kulenkampff, D.: The Vascuiar Sympathetics 
Ueber das_ Kreislauf-Sympatheticussystem). 
Deutsche Ztschr. f. Chir., 1931, CCXxxiv, 187. 


In an article of twenty-two pages the author dis- 
cusses numerous problems, raises a number of ques- 
tions, and gives new explanations of well-known 


phenomena. The headings of the various sections 
are: 1. The problem. 2. The circulation. 3. The 
central position of the sympathetic system. 4. Sen- 
sibility to pain and the problem of the sympathetic. 
5. Muscle tonus. 6. Reflexes. 7. The mental regu- 
lation of the vascular sympathetics. 

Kulenkampff states that the distribution of the 
blood in the body is regulated by mental as well as 
chemicophysical forces. All are in turn controlled 
by the sympathetic system with its various centers 
which terminates in the third ventricle. Observa- 
tion of the action of narcotics and the approach of 
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mind blindness are proof of the presence of a central 
regulator. The cortex is only a passive organ. 

The sympathetic system also transmits the sensa- 
tion of pain to the pain center. The localized ‘‘com- 
prehensible” pain is in contrast to the basal “life 
pain.” The fact that sympathetic fibers follow all 
vessels demonstrates a close relationship between 
sensibility to pain and the circulation. From this 
fact Kulenkampff has derived the concept of “vas- 
cular pain units.” 

The tonus of both the smooth muscle and the 
striated muscle depends upon the sympathetic 
system. The author discusses the problems of mus- 
cular atrophy, muscular tetany, and the extraor- 
dinary maintenance of the contraction of sphincter 
muscles. 

Kulenkampff states that all reflexes are variations 
of sympathetic tonus. The forerunner of all reflexes 
is the reflex to light. 

In the last part of the article, which has the title 
“The unknown,” the author discusses the Indian 
lore of Jogatum. F. BaveER (Z). 


Dieulafé, L., and Dieulafé, R.: Physiopathic Con- 
tracture Treated by Perihumeral Sympathec- 
tomy (Contracture physiopathique traitée par 


sympathectomie périhumérale). Bull. Soc. de chir. 

de Toulouse, 1932, XXXil, 331. 
The authors report the case of a well-developed 
young man who sustained a rather severe contusion 
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of the left elbow in the region of the olecranon an 
immediately after the accident complained 
severe pains radiating throughout the arm. ‘The 
pains were most severe during the night. For sever:| 
days the hand was mobile, but then it tended | 
assume an attitude of flexion. The use of a series 0 
analgesic remedies failed to cause improvement 
When the authors were consulted a month after | 
accident they found a condition similar to t] 
commonly known as Volkmann’s contracture 

which the hand is held in extension and the dis 
segments are held in flexion. 

They believe that this was a physiopathic con 
tion similar to the conditions described by Babin 
and Froment. In agreement with the theories 
Miege, Albert, Leriche, Tinel, and Benisty, th 
ascribe it to a complex reflex vascular and contr 
tile phenomenon. At operation the perivascu 
nerve net was resected from the brachial artery 
the elbow in the region of its bifurcation and 1 
branches from the median nerve to the perivascu! 
net in this region were sectioned. Oscillomet 
studies were made before, during, and after | 
operation. 

Five days after the operation all movements were 
possible and the paresthesias had practically di 
appeared. Thirteen days after the operation | 
movement of the arm and hand was normal. ‘| 
authors believe that true psychic influences were 
ruled out. HALE Haven, M.D 
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CHEST WALL AND BREAST 


Micotti, R.: Bleeding Nipple (Sulla mammella san- 
guinante). Clin. chir., 1932, viii, 442. 

The case reported was that of a woman thirty- 
four years old who had borne a healthy child ten 
years previously. For about four months a slight 
bioody discharge had occurred from the left nipple 
avout every week for four or five days. Menstrua- 
tion was not disturbed. There was no pain or tumor 
in the breast and no axillary lymphadenopathy 
Radical amputation of the breast was done. The 
lesion was found to be a hemorrhagic cyst-epithe- 
lioma. 

From the findings in this case and a review of the 
literature the author concludes that bleeding nipple 
is usually due to a cystadenoma, cystic mastopathy, 
intracanalicular papilloma, or hemorrhagic cyst- 
epithelioma. As these lesions are precancerous, he 
advises that the bleeding nipple be treated sur- 
gically. EuGENE T. Leppy, M.D. 


Pribram, B. O.: The Pathological Significance of 
the Bleeding Breast (Die pathologische Bedeutung 
der blutenden Mamma). Med. Klin., 1931, ii, 
1853. 


Bleeding from the breast is by no means neces- 


sarily an indication of the presence of a tumor, 
especially a carcinoma. Except in cases of, vicarious 
menstruation, bleeding occurs most frequently in 


the presence of cysts. The author discusses the 
origin and histological structure of the cysts. He 
rejects the inflammation and tumor theories of 
cystic breast as he believes the cyst formation is due 
to degeneration. He states that the variety of the 
histological findings in this condition may be under- 
stood by considering the physiological changes oc- 
curring in the breast—assimilatory processes during 
pregnancy and dissimilatory processes during lac- 
tatation with subsequent involution to the resting 
stage. In cystic breasts all of these changes, which 
physiologically follow each other, are present at the 
same time. The histological picture shows, side by 
side, cells of the building up or active type and cells 
of the involutive type. This unrest in the histo- 
logical picture suggests that these cellular formations 
might easily become malignant and that therefore 
the cyst formation should be regarded as a precan- 
cerous process. The frequency of malignant de- 
generation is given by Schimmelbusch as 8 per cent, 
by Greenough, Simon, and Thyle as 15 per cent, 
by Wolf, as 45 per cent, and by Bloodgood as 50 per 
cent. 

In addition to the diffuse cystic degeneration 
there is a localized form occurring usually in the 
region of the nipple. Because of its proximity to the 


main excretory ducts, the latter is often the cause 
of bleeding. Therefore in the presence of bleeding 
from the nipple this condition should be thought of 
first. Whereas the diffuse type of cyst formation 
develops from the acini, the local form develops from 
the larger lactiferous ducts. The latter differs from 
the former also in its histological picture, being 
characterized by prominent papille crowding into 
the lumen of the duct. These papill:e are composed 
of piled up epithelial cells, a fine thread of connective 
tissue, and a capillary. They may be so numerous 
as to fill the lumen of the cyst completely. Under 
such conditions a tumor growth is suggested and, 
in fact, in a few cases metastases have been found. 
In the author’s opinion the best term for this local- 
ized cystic degeneration is ‘‘cystepithelioma in- 
tracanaliculare.” 

With regard to the treatment Pribram states that 
in the diifuse condition he has obtained good results 
from X-ray irradiation. In cases of cystepithelioma 
he removes the entire mass of gland tissue, leaving 
as much of the fatty layers as possible to preserve 
the shape of the breast. He does not remove the 
axillary glands at first, but keeps the patient under 
observation for a long time. W. Manpet (Z) 


Orbach, E.: A Contribution to the Etiology of 
Fibro-Adenomatosis of the Breast—Chronic 
Cystic Mastitis (Beitrag zur Aetiologie der 
Fibroadenomatose der Brustdruese—Mastopathia 
chronica cystica). Arch. f. klin. Chir., 1932, clxviii, 
585. 

The disease picture of fibro-adenomatosis of the 
breast is well known from the anatomicopatholog- 
ical standpoint, but not from the pathogenetic and 
etiological standpoints. The fibro-adenoma is a 
circumscribed growth separated from the glandular 
part of the breast by a connective tissue capsule. 
Chronic cystic mastitis involves the breast diffusely. 
However transitions are frequently observed. Some 
fibro-adenomata spread out into the breast tissue 
without distinct demarcations. In the histological 
picture, transitions are so frequent that Semb 
described the disease as ‘‘fibro-adenomatosis cystica.”’ 

Clinically the surface of both breasts is uneven and 
nodular. The cysts vary in size from that of a 
millet seed to that of a small orange. The outer 
upper quadrant of the breast is especially involved. 
The nodules are palpable if the breast is gently 
squeezed sideways, but not when it is pressed against 
the thorax. The breast is somewhat enlarged and is 
sensitive to pressure. At times there is an enlarge- 
ment of the lymph glands. 

The author found the disease especially frequent 
in asthenic women. He believes it may have some 
relation to tuberculosis. To prove this theory he 
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carried out investigations with internists. The 
patients examined were divided into 3 groups. In 
the first group were placed those with definite 
evidences of an active or arrested tuberculosis; in the 
second group, those in which an arrested tuberculosis 
was suspected, but not proved definitely; and in the 
third group, asthenic persons without definite signs 
of an active or latent tuberculosis. Twenty-seven 
patients with the disease were examined. Nine 
(33 per cent) belonged to the first group and 7 to the 
second group. Eleven patients were not tuberculous. 
In Groups 1 and 2 together the incidence was almost 
59.2 per cent. In the examination of 70 patients 
with tuberculosis a mastopathy was found in 13 
(18.5 per cent). Among these were 12 men, of 
whom 1 had breast disease. 

Difficulties are experienced in the diagnosis only 
in cases of early or rudimentary forms of the con- 
dition. The examination should be begun at the 
nipple and continued spirally toward the periphery. 
Areas larger than a hazelnut and very prominent 
areola should arouse suspicion. 

To determine the frequency of the disease in 
otherwise normal persons, the author examined 180 
non-tuberculous women. Among these he found the 
condition in 3 (1.7 per cent). All of the tumors were 
examined histologically and some of them also 
bacteriologically. In none was there any evidence 
suggesting tuberculosis. 

To explain the frequency of the condition in 
association with organic tuberculosis the author 
assumes that tuberculous toxins render the breast 
especially sensitive to the action of genital or other 
hormones. He states that in all cases of mastopathy 
an examination for organic tuberculosis should be 
made. With regard to treatment he suggests that a 
course of tuberculin might be of value. 

STREISSLER (Z). 


Fike, R. H.: The Occurrence of Roentgen Pleuro- 
pneumonitis in the Treatment of Breast Cancer. 
Am. J. Roentgenol., 1932, xxvii, 509. 


Roentgen pleuropulmonitis is characterized clini- 
cally by a harsh unproductive cough and dyspnoea. 

The roentgen findings are those which would be 
expected in the early stages of so-called massive col- 
lapse of the lung if this collapse should occur slowly, 
requiring five or six days to reach its maximum. 
The diaphragm on the affected side is elevated and 
fixed. The mediastinum and contents are displaced 
toward the involved side, and there is a diffuse 
cloudiness of the entire lung field. After a consider- 
able period of time, variously estimated at from 
three to eight weeks, the haziness clears up. The 
roentgenograms then show a varying degree of 
fibrosis which, with the fixation of the diaphragm 
and displacement of the mediastinal shadows toward 
the affected side, remains as a permanent after-effect 
of the condition. The gross anatomical changes are 
due to a retractive stress which may have sufficient 
force to fracture the ribs as in a case reported by the 
author. 
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Roentgen pleuropulmonitis is rare. It has been 
observed only after repeated irradiation of the chest 
wall. WIiveBur BarLey, M.D 


Nordholt, A. E.: Prophylactic Roentgen Irradiation 
After Surgical Removal of Cancer of the 
Breast (Die prophylaktische Roentgennachbes- 
trahlung nach operativer Entfernung von Brust- 
druesenkrebs). Nederl. Tijdschr. f. Geneesk., 1931, 
ii, 4892. 

The author has reviewed the literature regarding 
the value of prophylactic irradiation after operation 
for carcinoma of the breast. Orbaan and Schouten, 
Anschuetz, Buchholz, Hentze, Sgalitzer, Gunsct, 
Westemarrk, Pfahler, and Parry, who report on|\ 
favorably on the combined treatment, are opposed 
to the ten-year-old condemnation of the procedure 
by Perthes, Tichy, Lossen, and Neher and to its 
repudiation by Himmelmann and Lehmann, the 
Mayo Clinic, and the American Commission on the 
Study of Breast Cancer. 

In the various statistics the cases and techniques 
must be compared. In the cases treated at the Mayo 
Clinic the secondary irradiation was usually carric< 
out by others. The Commission statistics cover cases 
from five large clinics, in some of which the equip 
ment was inadequate. Consequently the results were 
unreliable. On the other hand, the supporters of the 
combined treatment followed an exactly described 
technique and compared the results with those 
obtained in unirradiated cases. 

The Steinthal classification is criticized because it 
is too superficial and too subjective. According to 
the experiences of Wassink and van Ramsdonk, 
examination of the extirpated axillary gland fat 
permits a prognosis. When only centrally located 
glands are affected the prognosis is more favorable 
than when the peripheral glands are involved. 

The author’s own material consisted of three 
groups of cases treated in the period from 1921 to 
1927. These included: (1) cases of local tumors with 
at most, central metastases of the axillary glands; and 
(2) cases with involvement of the peripheral axillary 
glands, carcinomatous lymphangitis, and ulceration 
or cancerous involvement of the supraclavicular and 
infraclavicular glands; and (3) inoperable cases with 
distant metastases. 

The surgical treatment was radical operation 
including the clavicular glands. The irradiation was 
done with 180 kv. and a filter of o.5 mm. of copper 
plus 1 mm. of aluminum. One field in the supra 
clavicular region measuring 12 by 12, one field in 
the axilla measuring 8 by 8, and two fields in the 
thorax usually measuring 15 by 15 were irradiate:. 
The lateral central ray was directed 45 degrees from 
the median plane and similarly from the sterna! 
border of the normal side. The skin-focus distan:e 
was from 33 to 40 cm. Three series of irradiativois 
were given, beginning from the eighth to the tenth 
day after operation. In ten days 600 r per field were 
administered. After six weeks, and again from two 
to three months, 400 r were given. 
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In the forty-two cases in Group 1 there was no 
subcutaneous or cutaneous recurrence. Of the 
thirty-eight cases in Group 2, the treatment was 
followed by a subcutaneous recurrence in one and 
an intracutaneous recurrence in twelve. The cases 
are reviewed individually and the results compared 
with the statistics of Sanders which include only 
surgically treated cases. In Sanders’ cases the 
incidence of five-year survival was 27 per cent, 
whereas in the author’s cases it was 36 per cent. Of 
the author’s patients who died after the combined 
treatment, 15 per cent had recurrences and 23 per 
cent had metastases, whereas of Sanders’ patients 
who died, 33 per cent had recurrences and 20 per 
cent had metastases. 

According to the favorable experiences at Stock- 
holm, preliminary irradiation should also be given 
consideration. A prognosis based upon the findings 
of microscopic examination is rejected. 

The author draws the following conclusions: 

1. Postoperative roentgen irradiation may pre- 
vent dermal, sternal, costal, and axillary recur- 
rences. 

2. Therefore moderate irradiation after operation 
is permissible. 

3. If carcinosis of the skin has existed previously 
irradiation is useless. C. E. JANCKE (Z). 


Portmann, U. V.: Postoperative Roentgen Therapy 

for Cancer of the Breast: A Report of 103 Con- 

secutive Cases. Am. J. Roentgenol., 1932, xxvii, 
513. 

Numerous reports in the literature indicate that 
when cancer of the breast is treated by operation 
alone, not more than 30 per cent of the patients are 
free from the disease after five years. In a series of 
103 unselected cases reviewed by the author in which 
roentgen therapy was used as an adjunct to opera- 
tion, the incidence of five-year cure was 43 per cent. 

Wipur Bartey, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Ballon, H. C.: Some Experiences with Oleothorax. 
Am. J. Surg., 1932, Xvi, 1. 


Oleothorax is induced by injecting oil into the 
pleural cavity. Its purposes are disinfection and 
compression. It has been employed in the treat- 
ment of tuberculous lesions of the lungs and pleura 
and bronchiectasis. The author cites cases showing 
its value and limitations as a supplement to pneumo- 
thorax in bronchiectasis and reports a case of pul- 
monary tuberculosis in which it was employed suc- 
cessfully as a supplement to thoracoplasty which 
had to be abandoned because of activity in the other 
lung. He states that the continued use of this 
form of treatment for disinfection and compression 
is justified only in selected cases in which recognized 
methods have failed as more and later observations 
are necessary before the true value of the method 
in any given condition can be determined. 

Jacos M. Mora, M.D. 


THE CHEST 357 
Frank, L. W.: 
1932, XCV, 075. 

This article is based on a study of forty-nine 
cases of lung abscess. In eighteen the abscess fol- 
lowed some type of surgery, in thirteen it developed 
in the course of pneumonia, in two it occurred in 
association with a blood-stream infection, in two it 
was the result of so-called influenza, in one it was 
due to actinomycosis, and in one it was produced by 
an aspirated foreign body. In twelve cases the cause 
was undetermined. 

Frank considers drainage essential in the treat- 
ment. In many cases postural drainage obtained 
by having the patient hang the upper part of the 
trunk over the edge of the bed with the head de- 
pendent wil] result in recovery. For cases in which 
the cavity drains into the larger bronchi near the 
root of the lung, Frank recommends bronchoscopic 
aspiration. When the cavitation is near the center 
of the lung and communicates freely with a bronchus, 
pneumothorax is applicable. In certain cases of 
abscess located in the lower lung fields phrenicectomy 
is indicated. When other forms of treatment are 
without results and when the abscess is situated 
in the periphery of the lung and_ bronchoscopic 
drainage is useless, external drainage is necessary. 
Frank uses a two-stage method. He rarely employs 
tube drainage as he believes it better to open the 
cavity widely and pack it with gauze. 

ELIZABETH CRANSTON 


Pulmonary Abscess. Aun. Surg., 


Youngs, R. A., Hunter, J., Maxwell, J., Kerley, P., 
and Others: Discussion on the Diagnosis and 
Treatment of Abscess of the Lung. Proc. Roy. 
Soc. Med., Lond., 1932, xxv, 1131. 


Younc classifies abscesses of the lung into: (1) 
abscesses due to inhalation of foreign bodies or 
infective material; (2) abscesses originating in the 
parenchyma of the lung, also called “‘ pneumonitis”’; 
(3) embolic abscesses; (4) abscesses from extension 
of adjacent suppurating structures; (5) abscesses 
resulting from the breaking down of newgrowths; 
(6) abscesses resulting from the traumatic perfora- 
tion of the chest wall; and (7) gangrene of the lung. 
Conditions which simulate abscesses of the lung are 
interlobar empyema, bronchiectasis, and new- 
growth. In cases of acute abscess the patient may 
be very ill with severe fever and rigors, but a chronic 
abscess may cause irregular fever. Cough and 
expectoration may culminate in the copious dis- 
charge of pus. The breath is always offensive, and 
in cases of gangrene is extremely foul. On standing, 
the sputum separates into three layers. Hamoptysis 
is common. The physical signs depend on the situa- 
tion of the abscess. Clubbing of the fingers appears 
in from six to eight weeks. Roentgen evidence is 
most valuable because it helps to localize the 
abscess. When surgical treatment is needed roentgen 
examination is indispensable. Lipiodol may be of aid 
in excluding other conditions such as newgrowth 
and bronchiectasis. Exploratory puncture should 
not be employed as it may lead to widespread infec- 
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tion of the pleura. The treatment is medical until 
the suppurative process is localized. When rupture 
of the abscess occurs, evacuation of the pus should 
be promoted by postural drainage. Surgical treat- 
ment consists of bronchoscopic evacuation, thora- 
cotomy, collapse treatment by artificial pneumo- 
thorax in selected cases or by thoracoplasty, phrenic 
evulsion, and lobectomy. 

HunTER discusses only the single abscesses which 
form without dilatation of the bronchi. These are 
more common in men than in women and occur 
most often in the right lower lobe. In experiments 
on rabbits Hunter attempted to produce lung 
abscess by introducing into the trachea lipiodol 
mixed with ground glass and staphylococci. In no 
case was he successful. He then introduced lipiodol 
mixed with staphylococci into the ear vein. This 
procedure produced lung lesions in every instance. 
The lesions varied from gray patches at the periph- 
ery of the lung to typical abscesses. Hunter there- 
fore believes that lung abscesses are due to a com- 
bination of embolism and inhalation anzsthesia, 
and that by avoiding the use of inhalation anas- 
thetics their incidence can be greatly diminished. 

MAXWELL states that medical treatment of lung 
abscess is of little value. Intratracheal medication 
may have more favorable results. Such antiseptics 
as argyrol, lipiodol, and 10 per cent gomenol in olive 
oil have been employed. 

KERLEY regards the X-ray appearances of lung 
abscess as the most important aid in the diagnosis. 
An embolic lung abscess seen in its early stages 
appears in the roentgenogram as a round, sharply- 
defined, homogeneous opacity. Multiple abscesses 
can be diagnosed only by means of the X-ray, but 
the examination must be made with the patient 
lying on the diseased side as well as in the erect 
posture. 

NeEGus discusses the bronchoscopic treatment of 
lung abscess. He invariably uses local anesthesia. 
Of twenty-seven patients whom he treated, fifteen 
were cured by bronchoscopic treatment alone. 

BURRELL refers only to single abscess of the lung 
following operation on the nose, throat, or teeth. 
There are four methods of dealing with such a con- 
dition: (1) leaving the patient alone; (2) bronchos- 
copy; (3) surgical drainage; and (4) pneumothorax. 
Pneumothorax is extremely dangerous, especially in 
cases of superficial abscess. 

EDWARDS points out that from the standpoint of 
symptoms abscess of the lung is of two types. In 
one type there is a continuous discharge and in the 
other an intermittent discharge. As cerebral abscess 
occurs as a complication far more frequently in cases 
of undrained lung abscess, Edwards urges early 
surgical drainage. J. Danret WiLteMs, M.D. 


CSOPHAGUS AND MEDIASTINUM 


Howarth, W.: Dysphagia. Lancet, 1932, ccxxii, 1185. 
After discussing the physiology of deglutition the 
author takes up the various causes of dysphagia. 
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Among the latter are chronic hypertrophic pharyn- 
gitis with an underlying myositis; retropharyngea| 
abscess; ulceration at the back of the tongue, on 
the faucial pillars, or in the pharynx; Vincent's 
angina; syphilis; malignant disease; and pharyngea! 
paralysis. 

The diagnosis of pharyngeal paralysis is made b\ 
carefully examining the posterior wall of the pharynx 
while the patient swallows. When paralysis is 
present the paralyzed side is pulled over to the 
normal side. The usual cause of pharyngeal paralysi 
is a bulbar lesion. 

The most common causes of dysphagia are found 
in the oesophagus. Important aids in the diagnosi: 
are fluoroscopy and direct cesophagoscopy. Thi 
cesophageal conditions most frequently producing 
dysphagia are spasm at the upper and lower end oi 
the oesophagus, congenital stricture, cicatricia! 
stenosis, diverticulum, ulceration, foreign bodies, 
and carcinoma. In some cases dysphagia may 
due to pressure on the csophagus by malignan| 
disease of the thyroid, tuberculous glands, an 
aneurism of the arch of the aorta, or a mediastina! 
newgrowth. Joun H. Gartock, M.D. 


Epstein, A. Cancer of the sophagus in the 
Oncological Institute in Leningrad (Ueber den 
Oesophaguskrebs nach Angaben des Onkologica 
Institutes, Leningrad). Nov. chir. Arch., 1931, xxiv, 
44. 


In the period from 1926 to 1931, 303 cases of 
cancer of the oesophagus were treated in the hospita! 
of the Oncological Institute in Leningrad and 1,13; 
cases in the out-patient department. The most 
frequent localization of cancer is the stomach, and 
the next most frequent the cesophagus. In the cases 
of cancer of the oesophagus reviewed by the autho: 
the condition occurred 3 times more frequently in 
males than in females. The upper third of the 
cesophagus was involved in 9 per cent of the cases, 
the middle third in 60 per cent, and the lower third ° 
in 31 per cent. In most cases the condition ha: 
made considerable progress before the patient came 
for treatment. 

The methods of treating cancer of the oesophagus 
may be divided into 2 groups. To the first group 
belong the medical procedures, dilatation with th: 
cesophageal bougie, intubation, surgical procedures 
such as gastrostomy, cesophagostomy, hiatotomy, 
and nerve section, roentgen and radium treatment. 
electro-excision, and electrocoagulation. To the 
second group belong resection and extirpation of the 
cesophagus. All of the methods in Group 1 with the 
exception of the use of the bougie are to be co! 
sidered valuable palliative measures. Dilatatio: 
with the bougie appears to be dangerous as || 
traumatizes the tumor. Gastrostomy is indicate | 
definitely in cases of total occlusion of the cesopha 
gus. In other cases, particularly when radium trea! 
ment is considered, its indication is relative. 

In the author’s own cases 196 gastrostomies wer 
done. Most of them were performed by the Kade: 
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method. In 77 cases the operation was done as a 
preliminary to radium treatment. The postoperative 
mortality was 25.2 per cent (30 deaths). The timely 
performance of this operation improves the general 
condition and by relieving inflammation in the 
tumor, discloses the limits of involvement and 
thus facilitates more precise application of the radi- 
un. Among the contra-indications to radium treat- 
ment are cachexia, a tendency toward hemorrhage, 
chest pains (mediastinal involvement), cervical, he- 
patic, and pulmonary metastases, and bronchial 
fistulae. 

In the majority of cases palliative treatment 
alleviated the symptoms. The duration of life 
ranged from one-half to two years. 

The author concludes that at the present time a 
cure of cancer of the oesophagus is exceptional. For 
improvement of the results it is absolutely necessary 
for the patients to be sent to the clinic early. 
Patients to be given radium treatment must be 
selected with care. In the diagnosis, eesophagoscopy 
should be used only in the cases of patients who are 
not weakened and who show no tendency to bleed. 
In the use of radium, exact control of the element 
introduced into the cesophagus is essential. The 
length of time the radium should be applied depends 
upon the general condition, the temperature, and 
the pain. G. Axtrov (Z). 


Frey, E. K.: The Technique of @sophagogastros- 
tomy (Zur Technik der Oesophagogastrostomie). 
Zentralbl. f. Chir., 1932, p. 845. 

The author reviews his experiences with cesopha- 
gogastrostomy. In the majority of the cases the 
operation was performed by the abdominal route 
by the technique of Heyrowsky. According to 
Sauerbruch, the transthoracic route is better and no 
more difficult. It is of value especially because of 
the reliability of the sutured anastomosis between 
the stomach and the cesophagus without inclusion 
of the serosa. 

Frey used the transthoracic method in the case of 
a man twenty years of age who had been ill for five 
years and had been subjected to the formation of a 
gastric fistula. Conservative measures had been 
unsuccessful. The operation was performed under 
avertin anesthesia and positive pressure. The 
incision was made in the ninth intercostal space. 
The phrenic nerve was crushed. The diaphragm 
was split from the center to the cardia and the latter 
was mobilized. The posterior mediastinum was 
then opened and the markedly dilated oesophagus 
exposed for a distance of 8 cm. The vagi were not 
injured. The greater curvature was pulled up 
through the incision and freed from its vessels until 
it could be approximated to the cesophagus without 
tension. The stomach was sutured to the oesophagus 
with two rows of sutures so that the gastric fold 
surrounded the anterior half of the curve of the 
«csophagus. After the application of a clamp on the 
stomach and aspiration of the cesophagus the 
gastric and oesophageal walls were opened and 
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joined by a circular suture. The anterior wall of 
the stomach was then closed, the incision in the 
diaphragm was sutured over the anastomosis, and 
the thoracic wall was closed. 

The postoperative course was free from compli- 
cations. There was no pneumothorax and no exu- 
date formation. 

For this operation it is especially important to 
have a well-functioning pressure apparatus. The 
after-care is simpler when the transthoracic route 
is used than when the abdominal route is employed. 

SCHLESINGER (Z). 


Crosby, E. H.: Malignant Tumors of the Thymus 
Gland. Am. J. Cancer, 1932, xvi, 461. 


Crosby reviews the literature on malignant tumors 
of the thymus and reports a case of thymic lym- 
phocytoma. Much of his material is presented in 
the form of tabulations. The article contains also 
several excellent photomicrographs. 

In the case of thymic lymphocytoma the onset of 
the symptoms was acute and the condition ran a 
rapidly fatal course. The diagnosis was made at 
autopsy, which disclosed a mediastinal tumor 
measuring 30 by 13 by 12 cm. and weighing 1,975 
gm. The neoplasm was uniformly smooth and dark 
red, and its surface was interrupted by numerous 
lobulations. The heart was practically embedded in 
the newgrowth. Surfaces made by sectioning had 
a cellular and meaty appearance. 

On microscopic examination the tumor was found 
to be composed of uniformly and densely packed 
cells which were chiefly of the small lymphocyte 
type. There was very little stroma. Many mitotic 
figures and a few Hassall corpuscles were present. 
The tumor was vaguely subdivided into lobules by 
fibrovascular septa from which a reticulum-like 
stroma branched between its cells 
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Reticulum demonstrated by Foote-Menard silver stain. 
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Metastases were found in the pleure, lungs, dia- 
phragm, and myocardium, and there was compres- 
sion of the trachea, cesophagus, and aorta. 

When such cases are seen early enough, X-ray 
therapy offers a good prognosis and may even give 
hope of a complete cure. 

The author reviews and discusses the embryology 
and histology of the thymus gland. 

One hundred and sixty-five malignant tumors of 
the thymus were collected from the literature. Of 
these, 121 were sarcomata and 44 were carcinomata. 
In all of the cases the diagnosis was confirmed by 
autopsy or biopsy. J. Dantet WIittEMs, M.D. 


MISCELLANEOUS 


Benedetti-Valentini, F.: The Indications for Supra- 
sternal Incisions for Relief in Major Trauma- 
tisms of the Thorax with Generalized Emphy- 
sema (La indicazione del taglio soprasternale nel 
soccorso dei grandi tramatizzati del torace con 
enfisema generalizzato). Policlin., Rome, 1932, 
XXXIX, s€Z. prat. 557. 

As a rule the emphysema noted following injuries 
to the thorax is transient and limited to the side 
injured, but occasionally, because of the severity of 
the trauma or peculiar anatomical relations, the air 
rapidly and progressively invades the cellular tissues 
of the entire trunk, extremities, neck, and head. 
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The latter condition is dangerous, especially if the 
mediastinum is also involved. 

The author reports the case of a young man who 
suffered a severe crushing injury of one side of the 
thorax. Within several hours there was marked 
swelling of practically the entire body due to the 
infiltration of air into the tissues. Respiration was 
difficult and the pulse rapid, soft, and irregular 
Pallor and cyanosis were noted. Because of the in 
tense emphysema the patient experienced great 
difficulty in speaking and was unable to open his 
eyes. Surgical treatment was decided upon becaus« 
of the rapid and steady increase in the emphysema. 
Under local infiltration anesthesia a transverse 
Kocher incision was made in the lower region of th« 
neck and blunt finger dissection was done to bring 
about a communication of the cellular spaces as 
deep as the trachea. Several small drains were then 
inserted to maintain a communication with the ex 
terior and the wound was closed. Improvement was 
noted immediately, and after about ten days the 
emphysema had entirely subsided. 

Surgery is indicated in chest trauma with emphy 
sema when there is a progressive compressing pneu 
mothorax due to the valve action of lacerated lung 
tissue, when there is emphysema of the mediastinum 
as in the case reported, and when the emphysema 
is progressive and generalized and the patient’s con 
dition is poor. A. Louts Rost, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Obadalek, W.: The Etiology of Pneumococcic 
Peritonitis in Childhood (Die Aetologie der kind- 
lichen Pneumokokkenperitonitis). Deutsche Ztschr. 
f. Chir., 1931, ccxxxili, 587. 

The author reviews thirteen cases of pneumo- 
coccic peritonitis and two cases of streptococcic 
peritonitis occurring in children. In thirteen, the 
diagnosis was confirmed by operation, and in two, 
by autopsy. When guinea pigs were inoculated with 
particles of stool or mucus flakes the size of a pin- 
head, thirteen of them died of pneumococcic peri- 
tonitis, whereas guinea pigs inoculated with stool 
particles from other cases of peritonitis remained 
unaffected. The course of the experimentally in- 
duced pneumococcic peritonitis was strikingly simi- 
lar to that of the same type of peritonitis in children. 
The results of the author’s experiments support his 
theory that in children the cause of the peritonitis is 
in the bowel contents, and that the peritonitis is 
produced by the migration of bacteria through the 
bowel wall. The primary condition is an enteritis 
which is responsible for the diarrhoea characteristic 
of the early stages of pneumococcic peritonitis. 
When operation is performed early the peritonitis is 
found limited to the region of the ileocecal angle, 
involving especially the lower 25- to 40-cm. portion 
of the ileum and the appendix. The serosa of this 
area is markedly congested. Considerable meteorism 
is present, and sometimes there are erosions of the 
serosa. In this area the transmigration of bacteria 
occurs. Of twelve cases in which the appendix was 
examined histologically, changes varying from super- 
ficial erosions to phlegmonous infiltration of the 
wall, numerous foci of pneumococci, and a mucous 
content similar to the peritoneal exudate were found 
in all but three. Even when a contralateral incision 
revealed exudate on the left side the process was 
considerably more severe on the right side. The 
author attributes this fact to the lower bactericidal 
power of the lower bowel loops and possible stasis 
above Bauhin’s valve. 

Between the cases of true pneumococcic peri- 
tonitis and those of peritonitis due to perforation of 
the appendix the author distinguishes transitional 
forms. He has found that the more definite the local 
pathological changes in the appendix the more 
benign fis the prognosis of the peritonitic process. 
In all cases the bowel contents are responsible for 
the disease. The highly virulent organisms causing 
pneumococcic peritonitis probably have their origin 
in the respiratory tract and are swallowed. The 
infrequency of pnevmococcic peritonitis even in 
pneumonia may be due to an aflinity of the bacteria 
for certain organs and the absence of conditions 
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such as intestinal catarrh, hepatic insufficiency, and 
nephrosis which favor their growth in the peritoneal 
cavity. 

The author rejects the theory that pneumococcic 
peritonitis is due to an ascending genital infection. 
His reasons may be summarized as follows: 

1. Fourteen per cent of the children affected are 
males. 

2. In the female child, abscess formation occurs 
more frequently on the right side than on the left 
side, a fact which cannot be explained by ascending 
genital infection. 

3. Ascending genital infection before puberty is 
very rare, and in the very frequent gonococcal 
vulvovaginitis of children pneumococcic peritonitis 
is extremely unusual. 

4. No evidences of ascending genital infection 
have been found at autopsy. 

5. In the adult, peritonitis of genital origin is 
much more apt to be accompanied by intestinal 
paralysis than by diarrhcea. 

6. As the vulvovaginitis is never present before 
the onset of the peritonitis, it must be attributed to 
soiling caused by the diarrhcea. 

7. Pneumococcic peritonitis would be more com- 
mon in the genital infections of adults if it were due 
to ascending genital infection. SIEVERS (Z). 


Rankin, F. W., and Major, S. G.: Tumors of the 
Mesentery. Surg., Gynec. & Obst., 1932, liv, 8o9. 

Rankin and Major reviewed the records of twenty- 
two cases of mesenteric tumor in the files of the 
Mayo Clinic. 

They state that from the embryological point of 
view it is conceivable that mesenteric tumors may 
arise from displaced remnants of the genital gland, 
the wolffian body or its duct, or the muellerian 
duct. Nevertheless, there is no proof that any of the 
tumors described owed their pathogenesis to such 
embryonic remains. The data contribute nothing 
to the origin of serous cysts, but as an epithelial 
lining was not demonstrable in these tumors it is 
conceivable that they may have had their origin in 
hemorrhage into the mesentery, the solid con 
stituents of the blood having been absorbed. The 
endothelial lining of the chylous cysts favors the 
view that these neoplasms are due to dilatation of 
the lymph spaces rather than to the effusion of 
chylous material into a preformed cyst. The 
sanguineous cysts appear to be due to the effusion 
of blood into the mesentery, and do not seem to be 
hemangiomatous. The pathogenesis of the lipomata 
and sarcomata is easier to understand than that of 
the cystic tumors. 

In the cases reviewed solid neoplasms were more 
frequent than cystic neoplasms and sarcomata con- 
I 
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stituted the largest single group of tumors. The 
incidence of the tumors was about the same in 
both sexes. 

All of the chylous cysts occurred in the mesentery 
of the small intestine. 

The prognosis of the benign tumors is favorable 
and that of the malignant tumors is unfavorable. 

The diagnosis of mesenteric neoplasms is difficult, 
but in the presence of a mobile abdominal mass 
extrinsic to the gastro-intestinal tract the pos- 
sibility of a tumor of the mesentery should be borne 
in mind. Mesenteric neoplasms are probably much 
more common than has been believed. 

Serous cysts. Among the tumors reviewed there 
were two serous cysts. In neither was a lining 
membrane demonstrable in the cyst wall although 
multiple sections were made. 

Chylous cysts. Chylous cysts, of which there were 
three among the tumors reviewed, differed from the 
serous variety in two important respects. They had 
an endothelial lining and they all occurred in the 
mesentery of the small intestine. Definite lymph 
follicles could not be demonstrated in the walls of 
these cysts although there were many irregular ac- 
cumulations of lymphocytes. 

Sanguineous cysts. The source of the blood in 
sanguineous cysts is a matter of conjecture. In 
neither of the two cases of sanguineous cysts in the 
series reviewed was a history of trauma elicited, 
and in neither was it possible to discover any co- 
existing condition which could have been responsible 
for the hemorrhage into the mesentery. 

Lipomata. Lipomata are relatively common in the 
mesentery, and it seems very possible that small, 
fatty tumors occur more often than is generally 
supposed. Fatty tags, and even larger accumula- 
tions of fat, are frequently found in the mesentery 
in the course of abdominal operations. Among the 
tumors reviewed by the authors there were five 
lipomata. 

Fibromata. 


Fibromata are of interest chiefly be- 
cause of their rarity and because they are prone to 
be confused with malignant growths of the mesen- 


tery. Among the tumors reviewed there were two 
fibromata. One was a fibromyoma and the other a 
fibromyxoma. 

Malignant tumors. Secondary tumors of the 
mesentery were excluded from consideration. Among 
the tumors there were eight sarcomata. 


GASTRO-INTESTINAL TRACT 
Miller, G.: 


iss. J., 1932, 


Intestinal Obstruction. Canadian M. 


XXVi, 420. 

Miller discusses recent advances in the diagnosis 
and treatment of intestinal obstruction. Although 
the mortality of this condition averages 30 per cent, 
in centers making a special study of intestinal ob- 
struction it has been reduced to as low as 5.5 per 
cent. Miller emphasizes the importance of early 
operation, stating that the height of the mortality 
rate is directly proportional to the number of hours 
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elapsing between the onset of the obstruction and 
its surgical relief. 

The usual symptoms are colicky pain of suddei 
onset, absolute constipation, and visible peristalsis 
or distention without fever or an appreciable leuco 
cytosis. 

Of the causes of obstruction of the small bowe 
strangulation is held to be the most dangerous bi 
cause of the associated toxic absorption. In cas 
without strangulation death is due to dehydrativ: 
with loss of plasma chlorides. In the ordinary cas 
of bowel obstruction without strangulation treat 
ment with sodium chloride solution is followed } 
immediate improvement. Obstruction of the large 
bowel causes death from toxic absorption. Chang: 
in the chemical composition of the blood are foun 
only in high obstruction. The theory that the baci! 
lus welchii is the cause of death is disproved by t! 
fact that animals die after the injection of toxi 
material which has been sterilized. 

Early roentgen examination is advisable as it ma: 
reveal distention of the small bowel and fluid leve! 
In cases of low obstruction of the intestines and i: 
paralytic ileus the X-ray reveals the so-called ladci 
pattern of Treves or the herring bone patter 
thought by Keenan to be present only in mechanici 
obstruction. 

In conclusion the author emphasizes the impori 
ance of early surgical treatment and analysis of th: 
blood with regard to its chloride and urea content 
and carbon-dioxide combining power. To overcome 
dehydration, he recommends the intravenous ad 
ministration of sodium chloride solution in larg 
quantities. CLARENCE V. BATEMAN, M.D. 


Févre, M.: Intestinal Invagination in Older Chil- 
dren (Invagination intestinale du grand enfant 
J. de chir., 1932, xxxix, 678. 

Intestinal invagination in older children, althoug! 
given little attention in the classical treatises, is 
relatively common condition. The author has col 
lected twenty cases in five years at the Ombrédann 
clinic. The condition occurs more frequently i: 
males than in females. Of the twenty patients who: 
cases are reviewed by the author, fourteen were boys 

The demonstration at operation of a local lesio: 
responsible for the invagination is much less fr 
quent in children than in adults. In seventeen « 
the twenty cases reviewed by Févre, there was | 
apparent cause for the invagination. The appendi 
which has often been considered responsible for t! 
condition, was not infected in any of the cases. 

Of the eighteen cases in which the type of t! 
invagination was recorded, the ileum was involv: 
in nine, an ileocolic invagination being present 
four and an ileo-ileal invagination in five, and t! 
colon alone was involved in nine. Attention 
called to the great frequency of ileo-ileal invagin 
tions. These are usually found from 30 to 50 c! 
from the ileocecal angle, but sometimes are highe: 
Failure to explore at a higher level was responsib! 
for death in one of the cases reviewed. 
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Ileocolic invaginations are explained by the meet- 
ing of the peristaltic systems of the small and large 
intestines, and ileo-ileal invaginations by the changes 
in vascularization and innervation at the end of the 
small intestine. These changes occur at the level 
of the termination of the superior mesenteric 
artery, above which the intestine is abundantly 
vascularized and below which blood is supplied 
only through the juxta-intestinal arc of Tréves. 
In this region local asphyxia due to arterial spasm 
is common and may play a réle similar to that of 
agonal asphyxia in the invaginations seen at 
autopsy. 

In one of the invaginations of the colic type in the 
cases reviewed, the condition was a purely colocolic 
invagination and in eight it was of cacal origin. 
These invaginations have usually been considered 
ileocecal, but Févre believes them to be cacocecal 
or cxcocolic. This finding is of therapeutic impor- 
tance as fixation to prevent re-invagination must 
be made at the site of origin. 

The glandular involvement occurring so early in 
invagination has generally been considered in- 
fectious, but Févre believes it is due solely to lymph 
stasis or perhaps oedema of toxic origin. 

Clinically two types of invagination are seen, the 
one acute or subacute, simulating appendicitis, and 
the other recurrent or chronic, simulating tuber- 
culous peritonitis. 

In older children every afebrile appendiceal 
syndrome with signs of localization in the upper 
right quadrant of the abdomen should indicate a 
search for invagination. In eight of the twenty 


cases reviewed a diagnosis of toxic or ordinary 


appendicitis was made. The diagnosis must be 
based on a careful analysis of all the symptoms and 
the findings of a complete physical examination. 

The pain, which is intermittent and sometimes 
very severe, occurs in the periumbilical region. 
Vomiting is almost constant. Constipation is com- 
mon, but in some cases may alternate with diar- 
trhoea. On physical examination rigidity is usually 
found limited to the right upper quadrant in cecal 
invaginations and to the periumbilical region in 
invaginations of the small intestine. Sometimes 
there is no muscular defense and the pain is ill 
defined. The temperature is but slightly affected, 
ranging from 36.8 to 37.8 degrees C. As a rule 
the pulse is accelerated to from 80 to 100, but in 
some cases it may increase to as high as 135. Deep 
abdominal palpation and rectal palpation should be 
practiced. A mass was palpated in only five of the 
twenty cases, but was not sought in all. A mass is 
palpated more readily under anesthesia and often 
constitutes a sign of localization of aid in the choice 
of the site of incision. Occasionally rectal palpation 
may be of aid. In the case of a child of five vears 
whose condition was diagnosed as subacute appen- 
dicitis applications of ice were made. ‘The next 
day the rectal thermometer was stained with blood 
and rectal palpation permitted a diagnosis before 
the external escape of blood. 
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When, at operation, the cecum is of an abnormally 
bluish color and seems to contain fluid, the small 
intestine should be examined. In the Ombrédanne 
clinic it is a routine procedure to examine the small 
intestine when no lesion of the appendix is found. 

The recurrent chronic type of invagination simu- 
lating tuberculous peritonitis occurred in only two 
of the cases reviewed. <A negative skin reaction 
will exclude tuberculous peritonitis. In older chil- 
dren, invagination only rarely presents the typical 
picture of acute invagination with anal bleeding. 
Intestinal haemorrhage occurred in only four of 
the twenty cases reviewed. The diagnosis of in- 
vagination is often difficult. Of the twenty cases 
reviewed it was made in only eight. In eight, the 
condition was diagnosed as acute appendicitis; in 
two, as tuberculous peritonitis; and in one, as 
dysentery. In three, the cause of the occlusion 
could not be determined. Roentgen examination 
is of importance. 

Among other conditions giving rise to anal bleed 
ing and therefore to be considered in the differential 
diagnosis are Henoch’s purpura, ulcerative tuber- 
culosis, gastric and duodenal ulcer, and ulcer of 
Meckel’s diverticulum. 

The prognosis depends upon the time at which 
the diagnosis is made. If the condition is not 
recognized clinically or at operation, a rapidly fatal 
termination is the rule. When once the diagnosis 
is established the prognosis depends principally on 
the possibility of disinvagination which in turn 
depends upon the duration of the invagination and 
its location. In the cases reviewed the mortality 
was Io per cent. 

The treatment of invagination is surgical. Opera- 
tion is preferable to opaque lavage because in the 
early cases in which lavage is indicated surgical 
intervention is not especially dangerous and in the 
cases of older children it may be necessary to remove 
the appendix, a tumor, or Meckel’s diverticulum. 
Fixation of the intestine is a logical complement to 
operation and was done in fifteen of the twenty 
cases reviewed. The risk of incorrect interpretation 
of the roentgen findings is far greater than the risk 
of surgical intervention. 

In older children the surgical treatment of in 
vagination is more complex than in infants, ap 
proaching that given in the cases of adults. Ether 
anesthesia is satisfactory. The incision is made 
at the head of the invagination. When the localiza- 
tion is in the upper right quadrant the best incision 
is one made at the external margin of the rectus, 
like that of Jalaguier, only a little higher. When the 
localization is in the lower right quadrant a Jala 
guier incision should be made a little farther in 
than the McBurney incision. In epigastric in- 
vagination a median subumbilical incision is best. 
When the invagination involves the descending 
colon a median subumbilical and supraumbilical 
incision is indicated. The primary incision for dis- 
invagination should be made at the site of the in- 
duration. <A site of fixation can be easily provided 
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for by a secondary incision. The second step con- 
sists in the determination of the site of the intus- 
susception, and the third, disinvagination. Only 
gangrene constitutes a contra-indication to dis- 
invagination. Fixation should be practiced in all 
cases in which the general condition permits and the 
invagination does not involve a portion of the in- 
testine which is normally mobile. Appendectomy 
is a logical procedure. A search should always be 
made for the cause of the invagination. Sometimes 
there is a tumor, benign or malignant, which can 
be removed. Meckel’s diverticulum should always 
be removed unless it is conical and requires a 
cuneiform resection. Under the latter circumstances 
its removal is best delayed. The abdominal wall 
should be closed in layers without drainage. In 
cases in which disinvagination is impossible, various 
procedures may be necessary. Recently Delore 
and De Girardier have recommended a new ex- 
tirpation of the invaginatum through the sheath 
by longitudinal incision of the intestine. The most 
approved method is immediate resection of the mass 
followed by immediate suture of the intestine. 
However, this method has a considerable mortality. 

Entero-anastomosis surrounding the zone of ob- 
struction without touching it is indicated only in 
the cases of patients unable to tolerate primary 
resection of the mass. The formation of an artificial 
anus above the site of intussusception is resorted 
to only in desperate cases. 

The end-results of operation seem to be satis- 
factory. The fixation of the intestine to prevent re- 
invagination causes no pain or digestive trouble 
although after anterior fixation the cecum may be 
painful to palpation for some time. 

The twenty cases reviewed are reported in detail. 

Epitu S. Moore. 


Melina, F.: A Clinico-Operative Contribution to 
the Study of Surgical Tuberculosis of the 
Intestines (Contributo clinico-operativo allo studio 
delle forme di tubercolosi intestinale di spettanza 
chirurgica). Ann. ital. di chir., 1932, xi, 233. 

The author reports three cases of surgical tubercu- 
losis of the intestines representing three types of the 
condition—the hypertrophic, the ulcerative, and the 
cicatricial. He states that the hypertrophic type is 
often primary in the ileocecal region (tuberculous 
perityphlitis) and when possible should be treated by 
intestinal resection. In the ulcerative type, surgical 
treatment will not effect an absolute cure, but often 
causes noteworthy improvement. In the cicatricial 
type found in the transverse colon, extensive resec- 
tion of the bowel is not advisable as better results 
may be obtained by a simple short-circuiting 
anastomosis of the colon. 

In the author’s opinion, ileocecal and ileoceco- 
colic resection should usually be performed in one 
stage. The speed with which the operation may be 
performed may be increased and the danger of sepsis 
decreased by the use of the von Petz apparatus. 

KELLOGG SPEED, M.D. 
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Wilmoth, P., and Baumann, J.: Perforation of 
Tuberculous Ulcers of the Intestine into the 
Peritoneal Cavity (La perforation des ulcéres 
tuberculeux de l’intestin en péritoine libre). J. d: 
chir., 1932, XXXix, 510. 


The classical texts say that perforation of tubercu 
lous ulcers of the intestine into the free peritoneal 
cavity with resulting diffuse peritonitis is rare be 
cause adhesions are usually present between the 
loops of small intestine and the ulcers perforate into 
the intestine or rupture into a part of the peritonea! 
cavity which is walled off by adhesions and cause 
the formation of an abscess. However, the authors 
believe that perforation into the free peritoneal 
cavity is not so rare as is generally supposed. The, 
have seen three cases. They report these cases in 
detail and review five cases from the literature. 

In the literature they have found three cases of 
perforation of the large intestine and fifteen of per 
foration of the small intestine into the peritoneal 
cavity with resulting diffuse peritonitis. In one o/ 
their own cases there was a perforation of Meckel’s 
diverticulum. Three of the eighteen cases were 
cured by operation. One of the authors’ patients 
died about three months after operation from 
tuberculous peritonitis. Another, who was operated 
upon in November, 1931, was in good condition in 
November, 1932. The patient with a perforation oi 
Meckel’s diverticulum died three weeks after oper 
ation from pulmonary tuberculosis. 

The patients who were saved by operation were 
operated upon within two or three hours after the 
diagnosis of acute diffuse peritonitis was made. The 
authors believe that if suture of a perforated intes 
tinal ulcer is done early life may often be saved. The 
chief essential is closure of the perforation. Resection 
is contra-indicated because the patient is not in 
a sufficiently good condition to withstand it and, th 
tuberculosis being generally quite extensive, it 
would be necessary to make the anastomosis in 
cedematous or ulcerated tissue. 

As in any acute diffuse peritonitis, it is advisable 
to drain the cul-de-sac of Douglas. A small fistula 
developed in the authors’ case in which this was 
done, but soon closed. 

The late prognosis should always be reserved as 
the patient may succumb to progressive tuberculosis 
of the intestine or some other part of the body. 

AupreEY Goss Morcan, M.D. 


Marty, J.: Ulcer of Meckel’s Diverticulum (L’ulcu; 
du diverticule de Meckel). Bordeaux chir., 1932, 
No. 2, 123. 


Ulcer of Meckel’s diverticulum was first described 
as such in 1913 by Huebschmann in reporting the 
case of a child aged four and a half years who died 
of peritonitis. The number of indisputable cases 
reported to date is forty-three. 

The diverticulum with an ulcer has the same 
characteristics of location, shape, and size as the 
ordinary diverticulum, but its walls are thickened 
and less supple. The ulcer resembles the classica! 
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peptic ulcer of the stomach or duodenum. The per- 
foration of such an ulcer is from 2 to 5 mm. in 
diameter. 

Under the microscope the ulcer shows the presence 
of gastric mucosa. This gastric epithelium is quite 
frequent in diverticula not affected by ulcer. Ulcer 
occurs at the point where the intestinal mucosa 
meets the gastric mucosa. In Févre’s case duodenal 
mucosa was found. According to Schaetz, this 
occurs in 10 per cent of diverticula. In some cases 
the microscope showed, at the site of the ulceration, 
the open arterioles which had been the cause of the 
hemorrhages. 

Most authorities now agree that the ulcer is due 
to the action of the acid secretion of the gastric 
mucosa on an intestinal epithelium which is ac- 
customed only to contact with alkaline fluids. 

Unless there is hemorrhage or perforation, there 
is no sign to betray the presence of the ulcer. Ulcer 
of Meckel’s diverticulum occurs much more fre- 
quently in males than in females. Nearly all of the 
subjects were under twenty years of age, and sixteen 
of them were infants. In the cases of patients more 
than twenty years of age at the time of operation 
the history indicated the occurrence of hemorrhages 
in childhood. 

Intestinal hamorrhage marks the beginning of 
the ulcer clinically. It is usually repeated, several 
bloody stools being passed daily. The blood is red 
and undigested. In some cases the hemorrhages 
occur every day for several weeks, causing severe 
anemia and sometimes death. 

Perforation is a serious and frequent complica- 
tion of ulcer of Meckel’s diverticulum. It sometimes 
occurs after a period of vague abdominal pains, 
generally during apparent health. As a rule there is 
a history of hemorrhages. The perforation usually 
occurs into the free peritoneal cavity. The initial 
pain is periumbilical. 

In most cases the course of the condition seems 
to be rapid, perforation occurring a few weeks or 
months after the first haemorrhagic manifestations. 

In the forty-three cases reported to date the in- 
cidence of cure was 63 per cent, but in the thirty- 
four in which operation was performed it was 80 
per cent. 

In the diagnosis, other causes of hemorrhage must 
be eliminated. Enteritis with its painful attacks, 
febrile reaction, and the passage of stools made up 
of blood, mucus, and pus does not present the same 
picture. Melana of the newborn occurs in the first 
days of life whereas ulcer of Meckel’s diverticulum 
does not become manifested until after several 
months. In the cases of adults, gastric or duodenal 
ulcer must be considered. A history of hemorrhages 
in childhood is of importance. The state of digestion 
of the blood passed, the digestive symptoms, and 
the findings of roentgen examination must also be 
considered. A polyp or a tumor of the large in- 
testine will be difficult to differentiate. In some cases 
the diagnosis of purpura has been made. If there 
have been no hemorrhages or if the occurrence of 
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hemorrhages has not been recognized all of the 
causes of peritonitis must be considered. 

If operation is performed during a period of 
calm, the diverticulum should be ablated. In the 
course of a hemorrhagic period, operation should 
be done as early as possible. If operation is per- 
formed for perforation only minimal surgery should 
be done, the rest of the necessary surgical procedures 
being delayed until a more favorable time. The 
perforation should be closed or, if this is impossible, 
exteriorized. As exteriorization is very unsatis- 
factory it should be done only when the patient 
cannot support the long and difficult exeresis. The 
median route is the best approach. 

The article has a bibliography of about twenty- 
five references. PACE. 


Gordon-Watson, Sir C.: The Diagnosis and Treat- 
ment of Carcinoma of the Colon. Brit. /. J/., 
1932, 1, 900. 

Malignant disease occurs more frequently in the 
stomach and colon than in the small intestine. This 
may be due to the fact that the surface epithelium 
of the stomach and colon must undergo more active 
reproduction and is subject to more irritation and 
mechanical injury than the surface epithelium of 
the small intestine. 

An early diagnosis of carcinoma of the colon is 
difficult. Asa rule the first symptom is a disturbance 
in the regularity of action of the bowels. If a growth 
arises in the cecum or ascending colon or the proxi- 
mal transverse colon the bowel wall is irritated and 
peristalsis is increased. Bleeding due to congestion 


usually occurs and gives rise to obvious and perhaps 
severe anemia. In the early stages pain is rare, but 
there may be a sense of discomfort and uneasy 


movements of the bowel. Growths in the cecum 
and the transverse and pelvic colons are often 
palpable. More than half of the growths of the large 
intestine involve the pelvic colon. In a considerable 
number of such cases the diagnosis can be made with 
the sigmoidoscope. 

Although a probable diagnosis of carcinoma of the 
colon can frequently be made on the basis of the 
clinical symptoms and the findings of palpation, 
an absolute diagnosis is more often possible by X- 
ray examination. The barium meal and barium 
enema are of aid. A roentgenogram of the abdomen 
made without barium may be of value in showing 
distention of some portion of the colon by gas. 

In radical surgery for cancer of the colon and 
rectum a high operability rate is associated with a 
high mortality rate and vice versa. Preliminary 
drainage reduces the mortality of radical surgery 
about half. In the absence of active or threatened 
obstruction the advisability of preliminary drainage 
must be considered. In cases which are poor risks, 
preliminary drainage followed by one-stage resection 
and anastomosis is the procedure of choice. In the 
absence of obstruction, one-stage resection and 
anastomosis with proximal drainage nearly always 
gives a good result. 
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In the absence of visceral metastases the majority 
of cases of cancer of the colon may be treated radi- 
cally. Many cases that at first appear hopeless are 
permanently cured by bold surgery. 

In conclusion the author reports that the opera- 
tive mortality of resections performed by him in the 
period from 1921 to 1925 was 23 per cent, whereas 
that of resections performed by him in the period 
from 1926 to 1931 was only 13 per cent. 

Earv GarsipE, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Cioffi, A.: Hepatic Haemostasis (Emostasi epatica). 
Ann. ital. di chir., 1932, Xi, 361. 

Cioffi studied experimentally the value of elec- 
trosurgery, pigeon muscle, and tabotamp (a desic- 
cated sterilized animal membrane used as a tampon 
which is later absorbed) in the control of bleeding 
from the liver. He obtained satisfactory results 
with all three. In no instance did secondary hemor- 
rhage occur. He reports his experiments in detail 
and reviews the literature on the various methods 
employed for hepatic hemostasis. 

Peter A. Rosi, M.D. 


Clute, H. M.: The Surgical Management of Ob- 
structive Jaundice. Surg. Clin. North Am., 1932, 
xii, 565. 

In the young, obstructive jaundice is caused most 
frequently by infectious cholangeitis; in adults, by 
stones in the common duct; in old persons, by cancer; 
and in persons previously operated upon for biliary 
disease, by stricture of the common duct. Obstruc- 
tive jaundice causes physiological disturbances in the 
liver, alterations in kidney function, and disturb- 
ances of the blood-clotting power. 

Successful treatment of obstructive jaundice de- 
pends upon adequate estimations of liver, kidney, 
and blood function. Liver function is determined 
most satisfactorily by daily estimations of the 
bilirubin content of the blood and repeated urobili- 
nogen tests; kidney function, by daily estimations 
of the non-protein nitrogen of the blood; and the 
tendency to bleed, by the Linton test of the sedi- 
mentation rate of the red blood cells. 

Preparation for operation must include an ade- 
quate fluid, salt, and glucose intake. These prepare 
the liver, kidney, and blood adequately. In severe 
cases, transfusions of whole blood are advisable. 
The intravenous administration of calcium has been 
abandoned. 

Operation is best performed under spinal anas- 
thesia. Before any operation on the common duct or 
gall bladder the biliary tract should be carefully 
explored. The author believes that stones in the 
common duct can be ruled out with practical cer- 
tainty if a soft rubber catheter enters the duodenum 
readily,and if fluid flows into the intestines readily and 
without washing out stone fragments. In the cases 
of seriously jaundiced patients relief of the obstruc- 
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tion is the most important consideration. Therefore 
a two-stage operation may be best. When the pres 
ence of malignancy is questionable, the gall bladder 
should not be removed. [If stricture of the 
common duct is found, direct anastomosis to the 
duodenum is the procedure of choice. End-to-end 
anastomosis of the bile duct is least successful. 

The most serious .postoperative complication is 
liver shock, which is characterized clinically bh, 
severe depression of all bodily functions. The treat 
ment of this condition consists in the intravenous 
administration of saline solution, glucose, adrenali: 
and other stimulants. Kidney failure is best treate«| 
by the intravenous administration of glucose anc 
salt solution. Frequently 200 c.cm. of a 20 per ce! 
glucose solution given intravenously will stimulat: 
kidney secretion immediately. When the slightest 
indication of postoperative hemorrhage is noted 
direct transfusions should be begun at once. 

If the jaundice fails to clear up after drainage o/ 
the common duct, a stone may have been ove: 
looked, the T tube may have become kinked, or 
cholangeitis may be present. In some cases roentge: 
examination after the injection of lipiodol into th« 
tube may reveal the cause. The T tube may be 
removed from eight to ninety days after the oper 
ation, depending upon the pathological changes 
found at operation. STANLEY H. MEntzeEr, M.D. 


Barbéra, G., and Capua, A.: Clinical and Roentgen- 
ological Considerations of the Function of the 
Sphincter of Oddi and of the Graham and 
Antonucci Methods of Cholecystography in the 
Case of a Person with a Biliary Fistula (Co: 
siderazioni cliniche e radiologiche sulla funzionalit 
dello sfintere dell’Oddi e sui metodi di colecistografia 
del Graham e dell’Antonucci in individuo portator 
di fistola biliare). Policlin., Rome, 1932, xxxix, sez. 
chir. 285. 

The authors report studies made in the case of a 
patient who developed a biliary fistula after the 
drainage of a suppurative echinococcus cyst of thi 
liver. By injecting the fistula with a radio-opaque 
liquid they were able to demonstrate all of the bili 
ary passages roentgenologically. The common duc! 
was visualized completely down to the sphincter of 
Oddi which was contracted and prevented the escay) 
of the opaque fluid into the duodenum. The in 
jected fluid was gradually accumulated and concen 
trated in the gall bladder. 

In another series of studies on the same patient 
the authors determined the iodine content and thi 
amount of bile discharged from the fistula and th: 
intensity of the cholecystograms obtained by thi 
methods of Graham and Antonucci. They foun 
that Graham’s method induced the excretion of bil: 
with a low iodine content which was carried to th 
gall bladder to be concentrated, whereas the method 
of Antonucci caused the rapid excretion of bile with a 
high iodine content which required less concentra 
tion by the gall bladder for the production of a dis 
tinct roentgenogram. Peter A.Rosr, M.D. 
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Kjaergaard, S.: The Indications for, and Results 
of, Surgical Treatment of Gall-Stone Disease 
(Indikationen und Resultate der chirurgischen 
Behandlung von Gallensteinerkrankungen). Acla 
chirurg. Scand., 1932, |xix, 401. 


To determine the primary and end-results of 
surgical treatment of gall-stone disease the author 
as reviewed some recent Scandinavian statistics. 

In his own material, which includes 190 cases, 
the mortality was 7.9 per cent. If operations for 
recurrences and cancer complications are excluded, 
it was 6 per cent. In the cases of patients under 
forty years of age it was 2 per cent; in those of 
patients between forty and fifty years of age, it 
was 3.5 per cent; and in those of patients over 
fifty years of age it was 20 per cent. In 62 cases in 
which choledochotomy was done, the mortality was 
12.9 per cent, and in 122 cases treated by chole- 
cystectomy, exclusive of 2 cases of perforation with 
peritonitis and 1 case with cancer complications, it 
was 2.4 per cent. 

During acute cholecystitis the danger of expectant 
treatment is relatively slight. In older cases less 
suitable for operation the danger is considered less 
than that of surgical treatment. 

Of 173 patients followed, 13 are dead. Of the 
surviving 160, 70.6 per cent have a fully satis- 
factory result, 20.6 per cent have mild complications, 
and 8.8 per cent have more severe complications. 
The corresponding figures for patients treated by 
choledocholethotomy are 66.7 per cent, 16.7 per 
cent, and 16.6 per cent. 

The author disapproves of primary closure with- 
out drainage. 

In cases of gall-bladder stasis and adhesive peri- 
cholecystitis without calculi the end-results are less 
satisfactory. In such cases a search should be made 
for predisposing conditions. 

The author discusses the indications for operation 
in the various forms of gall-stone disease. The in- 
creased mortality in patients past the age of forty- 
five years necessitates special care in looking for 
contra-indications in such patients. 

The author advises refraining from operation 
during attacks of acute cholecystitis unless the pa- 
tient is young and the condition is especially suitable 
for operation. The frequency of complicating acute 
affections of the pancreas does not constitute an 
indication for operation during an attack. 


Frey, E. K.: A New Internal Secretion of the 
Pancreas, the Circulatory Hormone Kallikrein, 
and Its Therapeutic Application (Ueber ein 
neues inneres Sekret des Pankreas, das Kreislauf- 
hormon Kallikrein, und seine therapeutische Ver- 
wendung). Deutsche Zischr. f. Chir., 1931, CCxxxiii, 
481. 


According to the findings of Frey’s investigations, 
kallikrein, which is found in many of the fluids in the 
human body, has its origin in the pancreas not only 


in man but also in other mammals. It loses its 
activity when heated and is reversibly changed into 
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an inactive combination by an “inactivator” which 
is present in the blood. It has no relation to his- 
tamin, cholin, or other bodies with a similar effect. 
Although it comes from the pancreas, it has no re- 
lation to insulin, which must be distinctly differen- 
tiated from it. In contrast to kallikrein, insulin is 
soluble in So per cent alcohol and penetrates a 
parchment membrane. Kallikrein is destroyed by 
acid, whereas strong acid is used in testing for 
insulin. In contrast to kallikrein, insulin is destroyed 
only very slowly and irreversibly by the ferments in 
the blood. When injected intravenously into dogs, 
insulin has practically no effect on the curve of the 
carotid blood pressure. One hundred units of insulin 
have less effect upon the latter than one unit of the 
circulatory hormone. Insulin provokes hypo- 
glycemia in normal animals whereas kallikrein does 
not alter the blood-sugar level of normal animals. 
However, insulin injected into depancreatized ani- 
mals produces a considerable increase in the excre- 
tion of kallikrein in the urine, manifestly by mobiliz- 
ing the kallikrein still present in the blood and 
tissues. If kallikrein is injected into an animal made 
diabetic by pancreatectomy it causes a considerable 
lowering of the blood sugar, a result which is pro 
duced also in patients with high blood sugar. 
Therefore kallikrein may be used, even by oral 
administration, to reduce the blood sugar in cases of 
severe or moderately severe diabetes. The oral 
administration of kallikrein probably renders the 
treatment with insulin more intensive, but, curious- 
ly enough, it does not lower the normal blood sugar 
content. 

Kallikrein is not related to the angiooxyl of Gley 
and Kisthinios. The inactivator of kallikrein in the 
blood can be demonstrated in especially large 
amounts in the lymph nodes and parotid glands of 
cattle (gland inactivators). The combination of 
kallikrein and gland inactivator may be broken up 
by acids. The circulatory hormone therefore appears 
in the organism in two forms: (1) an active form in 
the pancreas and the urine, the inactivator appar 
ently being split off by the kidney, and (2) an inactive 
form in the circulation. But also in the circulation 
it may be split by the formation of even the slightest 
amount of acid metabolic products, such as occurs 
in inflammation. Under such conditions the hormone 
separates from the inactivator and causes dilatation 
of the vessels, a fact giving new significance to 
reactive hyperemia. Also of great importance in the 
vascular reaction is the inflowing of kallikrein in 
spurts. The effect of kallikrein is manifested in the 
dilatation of the finest vessels of the skin, muscula 
ture, brain, lungs, and heart. This is demonstrated 
clearly by capillary pictures. ‘The toxic margin of 
kallikrein is very large. Kleeberg and Schlapp con- 
sider kallikrein non-toxic. 

In its therapeutic use, kallikrein is injected intra- 
muscularly for the purpose of slowly lowering the 
blood pressure in conditions such as hypertension. 
The dosage now employed is smaller than that used 
formerly. Asa rule an injection of from 1 to 4 units 
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is given twice daily for several weeks. Without 
exception, all patients have noted an improvement in 
their general condition. In a series of cases the 
lowering of the blood pressure has persisted for from 
several months to over a year even after the treat- 
ment has been stopped. In some cases, however, 
the hypertension recurs. On the other hand, in cases 
in which the blood pressure is too low it gradually 
rises. Therefore kallikrein possesses the peculiar 
property of lowering an elevated blood pressure, 
maintaining the normal tension, and elevating an 
abnormally low pressure. 

Kallikrein is not recommended for nephritic and 
nephrogenic hypertension, but in essential hyper- 
tension pathological constituents in the urine due 
to secondary kidney damage disappear following its 
use. It has given good results also in angina pectoris 
and in most cases of intermittent claudication. 
However, intermittent claudication is not always 
based on arteriosclerosis. Qualitative changes in the 
pulse in the foot are regarded as the most important 
sign in intermittent claudication. Claudication is 
often spastic, frequently suggesting Raynaud’s dis- 
ease. The neurologists consulted by the author 
included many of the cases of intermittent claudi- 
cation with this condition. In about half of the cases 
treated there was considerable improvement with 
return of pulsation. Obviously it is the spastic 
factor rather than the anatomical factor of inter- 
mittent claudication which is decisive. In this 
disease 1 unit of kallikrein is administered intra- 
muscularly twice daily at first. After several days, 
2 units are given twice daily, and in severe and 
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resistant cases, 4 units twice daily. Definite improve 
ment occurs within the first few days. Sometimes 
complete recovery occurs. In one case complete 
recovery persisted for one and one-half years. In 
conditions which do not respond easily, the injection 
treatment must often be continued for weeks or 
months. The improvement may be manifested ver\ 
slowly. Often no improvement is noted for two to 
three weeks. 

In angiitis obliterans the results of kallikrei 
treatment are not always brilliant, but complete 
failure is rare. In erythromelalgia the author has 
never seen good results, and in sclerodermia he has 
seen them only occasionally. In typical Raynaud's 
disease the effect of kallikrein is excellent. It is inter 
esting that in the most severe cases, which led t: 
gangrene and amputation, a very careful examina 
tion of the specimens revealed no changes which 
even approximately explained the rapid death of the 
tissues. It is evident that in this disease the vasodi 
lating effect of kallikrein would be most effective 
It is very effective also in arteriosclerotic condition: 
in which spasm is present. On the other hand, in 
severe advanced arteriogangrene kallikrein is ofte: 
powerless. Its results have been poor also in diabeti: 
gangrene. In arteriosclerotic as well as in diabetic 
gangrene, its effect depends upon the degree 0 
vascular occlusion, the general condition, and espe 
cially the réle played by inflammatory changes. In 
both mild and severe arthritis good results ar 
obtained. The antidiabetic effect of kallikrein and 
its stimulation of callus formation in fractures are 
emphasized. Loenr (Z). 
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UTERUS 


\uvray: Curettage and Perforation of the Uterus 
(Curettage et perforation par le curettage). Bull. 
Soc. d’obst. el de gynéc. de Par., 1932, xxi, 85. 

The author limits himself to a discussion of curet- 
tage in cases of retained secundines following abor- 
tion. He advises evacuation of the uterus in all 
cases, febrile and afebrile. 

For the evacuation of retained secundines he 
advises the use of a dull curette in preference to the 
use of the finger as the former is easier and more 
aseptic, it requires less dilatation of the cervix, and it 
empties the uterus more completely and with less 
traumatism. 

With regard to the treatment of perforation of the 
uterus he says that each case must be considered 
individually. In a non-febrile case the curettage 
should be stopped immediately, no packing should 
be left in the uterus, the patient should be kept very 
quiet, an ice cap should be applied to the abdomen, 
and vaginal douches should be administered. If any 
signs of injury to the bowel appear the abdomen 
should be opened immediately. Auvray prefers 
laparotomy to posterior colpotomy. 

In cases in which the perforation is followed by 
bleeding and in cases with infection, laparotomy 
should be performed immediately with or without 
sacrifice of the uterus. Isaac ANDRUSSIER, M.D. 


Savulescu, D.: A Contribution to the Study of 
Cicatricial Stenoses of the Cervix Uteri (Beitrag 
zum Studium der Narbenstenosen des Uterushalses). 
Rev. obst., Roumania, 1931, x, 8. 


The frequency of cicatricial stenoses of the uterine 
cervix has increased in recent times because of the 
increased frequency of criminal abortion. The con- 
dition is unrecognized and improperly treated by 
most physicians. The diagnosis is based exclusively 
upon sounding of the cervical canal with a fine 
Hegar sound and is easily missed when this method 
of examination is not employed. 

Subjectively, cicatricial stenosis of the uterine 
cervix is manifested by absence of menstrual bleed- 
ing following a curettage. At the time of the ex- 
pected menstrual hemorrhage there are severe sacral 
and abdominal pains of dysmenorrhceal character 
accompanied by vasomotor disturbances such as 
flushes of heat, attacks of perspiration, and pol- 
lakiuria. The attacks of pain continue for two or 
three days. On vaginal examination the internal 
genitalia are found to be congested and very sensitive 
to pressure, but this condition is present only during 
the attacks of pain. True symptoms of loss of ova- 
rian function are not present, and the administra- 
tion of ovarian hormone aggravates the subjective 


symptoms. Probing of the cervical canal reveals 
cicatricial closure. However, a true hematometra 
never develops. This is explained, on the one hand, 
by the fact that the amount of blood exuded in the 
uterine cavity during the menstrual period is small 
and, on the other hand, by the fact that the blood 
flows through the abdominal ostia of the tubes into 
the cul-de-sac of Douglas. If the cicatricial closure 
is perforated with a fine sound a few cubic centi- 
meters of old grumous blood escape. 

The cause of the cicatricial closure is either a too 
rapid and rough dilatation of the cervical canal 
which produces tears and subsequent stenoses or a 
too sharp and too severe curettage which favors 
the formation of cicatricial tissue, thereby inter- 
fering with the restoration of normal cervical mu- 
cous membrane. The site of the cicatrix is usually 
the inner cervical os, which has a thickness of from 
1 to 3 mm. 

When properly treated the cicatricial contraction 
of the cervical canal may be definitely relieved. ‘This 
is true especially when the treatment is followed by 
gentle dilatation of the cervix over a period of 
several months. The woman can subsequently con- 
ceive and go through a normal labor. However, if 
she is not kept under constant observation a recur- 
rence may develop. 

The treatment indicated is perforation of the 
cicatricial contraction with a No. 2 Hegar sound 
following preliminary exact determination of the 
position and shape of the uterus. After the com- 
munication with the uterine cavity has been restored, 
thin laminaria should be inserted for from twelve 
to twenty-four hours and then replaced by laminaria 
with a larger circumference. The dilatation with 
laminaria tents should be repeated every six months 
to prevent recurrences. 

The author reports thirty cases. BICKEL (G). 
Bickel, L.: The Symptoms of Genital Prolapse and 

the Value of Vesicovaginal Interpcsition of the 
Uterus and Its Modifications, Kjelland’s Plastic 
Operation, Fixation of the Fundus of the 
Uterus, and the Interposition of a Uterine 
Stump (Zur Symptomatologie des Genitalprolapses 
und zur Leistungsfaehizkeit der Interpositio uteri 
vesicovaginalis und deren Modifikationen, K jel- 
landsche Plastik, Kinnaehung des Fundus uteri und 
Interposition eines Uterusstumpfes). Arch. f. 
Gynaek., 1932, cxlviii, 423. 


In the period from April 1, 1928, to July 31, 1930, 
1,477 women with various grades of genital prolapse 
were examined in the gynecological clinic of the 


Charité Hospital. These constituted 9.4 per cent 
of all women visiting the out-patient department dur- 
ing that time. Three and six-tenths per cent of the 
women with prolapse were nullipare. 
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After a brief discussion of the limits within which 
pessary treatment is justifiable and an account of 
hospital treatment for ulceration and diseases of the 
bladder, the author reports on 233 operations for 
genital prolapse. He discusses in special detail {the 
Wertheim-Schauta interposition operation, which 
was done in 40 per cent of the cases; Kjelland’s inter- 
position, which was done in g per cent; and the 
interposition of the stump or of a uterus reduced 
in size during the operation, which was also done 
in g per cent. 

After a review of the indications for interposition, 
the subjective symptoms in 107 cases before and 
after the operation are tabulated. These were a 
feeling of sinking, bladder symptoms, symptoms 
associated with defecation, abdominal pain, back- 
ache, hemorrhages, and leucorrhoea. In other tables 
are presented the objective findings in these 107 
cases before operation and in the cases of 90 women 
who were re-examined after the operation. 

Of the 130 women who were operated upon, 5 
died, 3 from embolism, 1 from suppurative cerebro- 
spinal meningitis following an attempt to induce 
lumbar anesthesia, and 1 from streptococcus sepsis. 
In the case of the last one a ruptured dermoid cyst 
and a hydrosalpinx were removed by the vaginal 
route at the same operation. In the 20 cases in 
which Kjelland’s operation was performed there was 
1 death from secondary hemorrhage. 

Of the 90 women who were re-examined, recur- 
rence of the cystocele was found in 2.4 per cent and 
recurrence of the rectocele in 1.8 per cent. The 
uterine prolapse did not recur in any case. 

Also in 12 women re-examined after Kjelland’s 
operation there was no recurrence of the prolapse, 
but in 1 of them there was a suggestion of cystocele. 

The cases in which the interposition of a uterine 
stump was done also showed good permanent re- 
sults. The interposition of a uterus reduced in size 
during the operation appears to be dangerous and 
has been abandoned although during the period 
covered by the report it was followed by no note- 
worthy disturbances. 

The relative rarity of stasis of secretions and of 
infection is explained by drainage of the wound 
space between the uterus and vagina. 

H. H. Scuip (G). 


Schroeder, R.: The Anatomy of Chronic Gonor- 
rhoea of the Cervix (Die Anatomie der chronischen 
Cervixgonorrhée). Zentralbl. f. Gynaek., 1931, p. 
3420. 

Schroeder studied the anatomy of gonorrhoea of 
the cervix in twenty women, ten of whom had haa 
the disease previously and ten of whom still showed 
evidence of active gonococcal infection. After pro- 
longed treatment of the adnexal inflammation had 
proved unsuccessful complete extirpation gave suc- 
cessful results. 

For comparison, twenty cervices without gonor- 
rhoeal infection were studied. The results of the 
inflammatory processes were identical in some 
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respects, although in others the anatomical pictures 
differed so markedly that it was possible to dis 

tinguish the gonorrhceal from the non-gonorrha:! 
types of infection. On the other hand the cervicc 

affected by gonorrhoea show no differences amoiiy 
themselves whether the gonococci were still prese: 

or not. 

In general, the type of epithelial regeneration fro: 
undifferentiated subepithelial cells in the squamou 
epithelium or mucous membrane depends upon t! 
medium. An alkaline medium in protected are: 
favors the growth of mucous epithelium, whereas a 
acid medium and an unprotected location of t] 
epithelium favors the development of squamoi 
epithelium. When the abnormal mucous discharg: 
from the cervix ceases, squamous epithelium re-forn 
on the portio in place of the mucous epithelium. 

Characteristic of gonorrhoea is the fact that t! 
surface of the cervical canal is often covered wit! 
squamous epithelium which is either continuous © 
in the form of islands. This feature has be 
described by Bumm. The squamous epithelial cei!s 
penetrate into and fill the glands. This is ascrib 
also to the acid reaction of the discharge. In thi 
parts gonococci could not be found within 1! 
squamous epithelium. Schroeder considers this 
finding to be characteristic, or at least suggestive, 
gonorrheea, 

In contrast to non-gonococcal inflammation: 
gonorrhoea shows not only the ordinary round-cell 
and plasma-cell infiltration of the surface, but also a 
high grade of invasion along the glands, particular! 
in the deep portions near the fundus of the glands, in 
the form of abscesses. In the vicinity of gland: 
which are lined with stratified squamous epitheliu 
there are often very large abscesses. Jensc! 
Schroeder’s co-worker, found gonococci also in thie 
depths of the periglandular abscesses. In one resis‘ 
ant questionable case of postgonorrhoeal irritatio: 
the gonococcus was found in pus obtained from 
small abscess during the course of examination. 
detailed report is being prepared by Jensen. 

RosBert MEYER (G). 


Forlini, E., and Gabbi, G.: The Presence and 
Significance of Lymphatic Nodules in tie 
Uterus (Sulla presenze e sul significato di nod 
linfatici nell’utero). Riv. ital. di ginec., 1932, xiii, 44 

The authors present an extensive review of thi 
important literature regarding the presence 
lymphatic nodules in various tissues. The lympha 
glandular chain is well developed in the fetus. ‘| 

primitive lymph glands are those accompanying t 

main vessels. In relation to some of these chai 

there is a system of lymph nodules situated at t 

ends of the capillary aborizations. These are mi 

numerous in the submucosa of organs communic: 

ing with the exterior. They may represent t! 

germinal centers or a reaction to inflammati: 

new growth, or toxemia. 

With especial regard to the presence of thi 
nodules in the uterus, the authors studied ti 
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mucosa of many uteri at different periods of life 
which were obtained at autopsy or operation, and 
also many specimens of uterine scrapings. Numer- 
ous photomicrographs of the preparations are 
included in the article. 

The authors conclude that the presence of lympha- 
tic nodules in the endometrium in newborn and 
older infants is probably a manifestation of a 
constitutional thymolymphatism. The nodules 
which are found in the endometrium of sexually 
mature women are normal or almost constantly 
related to ovulation or represent a reaction to pro- 
tein substances which are capable of exerting a 
lymphopoietic stimulus to the undifferentiated 
mesenchyme of the endometrium. In the neck of 
the uterus the lymph nodules may represent a 
tendency toward thymolymphatism, especially 
when they are found in infants. Frequently the 
cause is an inflammation, a reaction to the toxins 
from the pathogenic organisms. 

All of these reactions probably represent potential 
defense barriers against infectious or toxic agents. 

A. Louts Rost, M.D. 


Curtis, A. H.: Chorionepithelioma of the Uterus. 
Surg., Gynec. & Obst., 1932, liv, 861. 

Curtis reports a case of chorionepithelioma of the 
uterus in which, after removal of the hydatid mole, 
eighteen months elapsed before the signs and syrnp- 
toms of the malignant tumor appeared. Vaginal 


examination revealed a strikingly positive Hegar 
sign. Although there were living chorionic cells in 
the uterus, the fetus had been absent for many 


months. 

Autopsy disclosed characteristic tumors in the 
uterus, right broad ligament, liver, kidney, and brain. 
These lesions are shown by illustrations in color. 

GEORGE H. GARDNER, M.D. 


Philipp, E.: Statistics on Carcinoma of the Cervix 
Uteri and Vagina for the Years from 1923 to 
1925 (Statistik der Karzinome des Collum uteri 
und der Vagina aus dem Jahren 1923-1925). 
Zentralbl. f. Chir., 1932, p. 212. 

This is a statistical study of 84 cases of cancer of 
the uterine cervix and 15 cases of cancer of the vagina 
which were observed in the Gynecological Clinic of 
the University of Berlin in the period from January 
I, 1923, to September 30, 1925. 

Of the cases of cancer of the cervix, 446 were 
treated. Forty-one per cent were classed as operable, 
19 per cent as borderline, and 40 per cent as in- 
operable. One hundred and sixty-one (36 per cent) 
were cured. Of the 131 women operated upon by 
the Wertheim technique, 56.5 per cent are now free 
from recurrence. Of 315 treated by irradiation, 87 
(27.6 per cent) are now free from evidences of cancer. 
In the 74 operable cases which were treated by irra- 
diation, the incidence of cure was 50 per cent; in the 
66 cases regarded as borderline cases, it was 52 per 
cent; and in the 175 cases which were inoperable, it 
was 16.6 per cent. 
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Even though the incidence of cure was higher 
in the group of operable cases treated by the Wert- 
heim operation than in the similar group treated 
with radium, the author emphasizes that radium 
and surgery are not competitive, but supplementary, 
methods of treatment. In his experience, radium 
therapy has given better results than combined 
radium and X-ray irradiation. He is not certain 
that postoperative X-ray treatment is of any special 
benefit. 

Complicating pregnancy has little effect on cancer 
of the uterus so far as the end-results are concerned. 

The group of 15 cancers of the vagina studied 
was too small to permit definite conclusions. (G). 


Schroeder, R.: Methods and Results of the Fight 
Against Gynecological Cancer (Methoden und 
Erfolge der Krebsbekaempfung in der Gynaekolo- 
gie). Slrahlenthera pie, 1931, xlii, 858. 

About three-fourths of all genital cancers are 
located in the uterine cervix. In 13 per cent, the 
epithelial proliferation characteristic of cancer of the 
cervix is localized in the form of exophytic cauli- 
flower-like carcinoma of the portio; in 43 per cent, 
as endophytic portio carcinoma which eats its way 
inward and has a tendency to break down super- 
ficially; in 9 per cent, as a deeply ingrowing cervical 
carcinoma; in 19 per cent, as cancer nodules situated 
deep in the musculature of the cervical canal; and 
in 16 per cent, as a greatly disintegrated crater 
following the breaking open of a cervical nodule. 

The incidence of healing is about 50 per cent in 
cases of portio carcinoma, about 30 per cent in those 
of cervical carcinoma, and only 20 per cent in those 
of cervical crater. Of 259 women with carcinoma of 
the cervix who came to the clinic in the period 
between 1923 and 1926, only 53 are now living and 
apparently free from carcinoma. 

After the Wertheim extended radical abdominal 
operation and the Schaub extended vaginal total 
extirpation the incidence of five-year cure without 
recurrence is about the same, viz., 40 per cent. It 
therefore seems that the lower primary mortality 
of from 5 to 6 per cent after Schaub’s method as 
compared with 19 per cent after the abdominal 
operation is equalized by a higher incidence of 
recurrence following the former method. 

With regard to the results of radium treatment 
Schroeder states that in inoperable cases freedom 
from carcinoma for a period of five years can be 
obtained by radium irradiation in to per cent or 
more. In operable cases treated with radium alone 
the relative incidence of cure is from 35 to 4o per 
cent. Radiotherapy also has a primary mortality; 
Schroeder records 17 primary deaths, a mortality of 
about 8 per cent, from such conditions as urwmia, 
hemorrhage, peritonitis, sepsis, and embolism in 
206 cases treated with radium or the roentgen rays. 
Localization of the cancer in the vicinity of the 
bladder or rectum renders it less favorable for radium 
therapy than for operation. The length of time re- 
quired for radium treatment is often longer than 
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The combi- 
has great 


that required for surgical treatment. 
nation of operation and_ irradiation 
advantages. 

However, our chief endeavor must be to bring 
patients with cancer to treatment earlier than 
heretofore. In addition to other methods of edu- 
cating women regarding cancer, physicians should 
hold special discussions on cancer, preferably at 
meetings of medical societies. Follow-up work is 
necessary for the early discovery of recurrences, 
which not infrequently respond well to radiotherapy, 
and to alleviate the condition of incurable patients. 

WALTHER HANNEs (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Dotti, D.: The Endothelial Sign in Relation to the 
Function of the Ovaries (Del segno endoteliale 
in rapporto alla funzionalita ovarica). Folia gynaecol., 


1932, XXI1X, 87. 


The author checked up the Rumpel-Leede 
endothelial sign in 112 pregnant women, 30 men- 
struating women, 25 women in the menopause, 33 
in the climacteric, 15 with amenorrhoea, and 10 
with dysmenorrh@a from ovarian hypofunction. 
This sign is the appearance of small capillary 
hemorrhages in the skin near the elbow or, rarely, 
in the skin of the whole flexor surface of the forearm, 
as the result of artificial stasis. The number of 
hemorrhages is counted. If the hemorrhages are 
fewer than ro, the test is negative. The technique 
of the test has been variously modified. The author 
uses a pressure of 20 mm. Hg greater than the 
minimal arterial pressure and maintains it for three 
minutes. From his findings he draws the following 
conclusions: 

1. There is a relationship between the endothelial 

gn and ovarian function. Hypofunction is ac- 
companied with great frequency by the positive 
endothelial sign, whereas in normal ovarian function 
or hyperfunction of the ovaries the sign is negative. 

2. The endothelial sign as an indication of ovarian 
hypofunction may be of aid in the diagnosis of the 
climacteric and disturbances of the menstrual cycle 
from hypofunction of the ovaries. 

3. The practical value of the sign in this respect 
is limited as there are numerous morbid processes 
which may atiect it and must be excluded in every 
case before the sign can be regarded as giving con- 
clusive evidence regarding ovarian function. More- 
over, there are cases in which the sign is negative in 
the presence of detinite hypofunction of the ovaries. 

Che author studied also 26 women with ovarian 
insutliciency who had a strongly positive endothelial 
sign and to whom he administered ovarian prepara- 
tions. In 20, the sign disappeared. He therefore 
believes that the disappearance or weakening of the 
sign following the administration of ovarian prep- 
arations may be used as a criterion of the effective- 
ness of ovarian opotherapy. The most plausible 
explanation of the mechanism by which ovarian 
hypofunction produces a positive endothelial sign is 


siv’ 


that endocrine disequilibrium causes functional] 

changes in the tone of the endothelial cells through 

its action on the vegetative nervous system. 
EvuGENE T. Leppy, M.D. 


Sackett, N. B.: Intraperitoneal Haemorrhage of 
Ovarian Origin. Am. J. Obst. & Gynec., 1932, 
Xxiii, 840. 

Massive ovarian hemorrhage may be mistaken 
for ruptured extra-uterine pregnancy unless the 
clinical history and the social status of the patient 
are considered. 

Discrete ovarian hemorrhage may be mistaken 
for acute and subsiding aeute appendicitis. If the 
onset of the pain is correlated to the estimatc| 
ovulation time and the date of menstruation and if 
this relation applies to the previous attacks, an 
ovarian condition may be suspected. A rapid 
decrease in the total white cell and polymorpho 
nuclear counts and in the sedimentation rate of the 
erythrocytes indicates cessation of bleeding as well 
as absorption of the effused blood. 

The occurrence of ovarian hemorrhage due to 
trauma through the vagina is an indication for the 
correction of retroversion and ovarian prolapse. 

E. L. CoRNELL, M.D. 


Lepper, E. H., Baker, A. H., and Vaux, D. M.: 
Granulosa-Cell Tumors of the Ovary. P) 
Roy. Soc. Med., Lond., 1932, xxv, 1241. 


Judging from the small number of cases reported 
in the literature, granulosa-cell tumors of the ovary) 
are comparatively rare. However, the authors were 
able to collect seven cases from one hospital in a 
period of nineteen years, a fact suggesting that their 
occurrence is frequent enough to give them a definite 
clinical importance. The ages of the seven patients 
ranged from twenty-three to sixty years. Six of the 
patients have been seen recently and are well. ‘The 
history of the condition was of several years’ dura 
tion and characterized by irregular uterine hemor 
rhages. 

In their histological structure and macroscop)i 
appearance the tumors presented many features in 
common. In size they varied from about 10 by 5 
by 7 in. to 4 by 3 by 3 in. The capsule was tough and 
fibrous and non-adherent to the surrounding stru: 
tures. On section, the tumors were found to he 
partly solid and partly cystic. In the solid parts 
bright yellow patches were often found, and in some 
of the specimens there was considerable hemorrhax 
The macroscopic appearance of the tumors gave no 
indication of the large number of epithelioid ce!!s 
found in the sections. 

According to the predominating type of arrany 
ment of the epithelioid cells, granulosa-cell tumors 
of the ovary may be divided into the following three 
types: 

1. The follicular type, characterized by the pre: 
ence of islets of epithelioid cells varying in size from 
that of a normal adult graafian follicle to cells three 
or four times larger. 
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2. A type in which the epithelioid cells are ar- 
ranged for the most part in strands or columns. The 
cells abutting on the connective tissue stroma tend 
to be cubical or columnar, and there are spaces 
surrounded by radially arranged cubical cells as in 
the follicular type of tumor. This type may be 
termed the “cylindroid type.” 

3. The mosaic type, in which the epithelioid cells 
have a much less definite arrangement than in the 
first and second types and the strands of epithelium 
form an irregular pattern in a scanty connective 
tissue stroma. Harry W. Fink, M.D. 


Réna, A.: Ovarian Transplantation (Ueber die 
Ovariumtransplantation). Zentralbl. f. Gynaek., 
1931, P. 3510. 


The author reports the results of sixty-four ovarian 
transplantations which were done in the period 
from 1924 to 1929. Sixty-one of the operations were 
autotransplantations and three were homeotrans- 
plantations. A large number of the women were 
re-examined. The shortest period of observation 
was six months and the longest period was five 
years. The transplantation was performed extra- 
peritoneally, 

In order to judge the results the author classified 
the cases into three groups. In Group 1 he included 
cases in which the patient had no uterus and no 
ovaries besides the transplant. In six of the seven 
women who were re-examined the climacteric symp- 
toms were not as pronounced as those which gener- 
ally follow radical operations. However, only one 
patient remained free from symptoms for as long as 
a year and a half. 

In Group 2 the author included cases in which the 
uterus was preserved. In none of the thirty-one 
cases in this group was there any improvement in 
menstruation after the operation. Only three 
patients menstruated regularly. Three patients 
developed complete amenorrhcea. In fourteen cases 
in which the menses had been normal prior to the 
operation, disturbances developed which could 
hardly be controlled medically. In two cases, re- 
moval of the transplant, and in three cases, roentgen 
castration, became necessary. 

Group 3 included cases in which only one ovary 
was removed, a part of this ovary was implanted, 
and the uterus was present. In these cases the 
results were more favorable. In seven cases the 
menstrual cycle was undisturbed; in three, it became 
irregular; and in five, it became regular after the 
operation. 

In none of these groups could a definite influence 
upon the libido be demonstrated. Dysmenorrhoea 
was not markedly affected. 

Because of the small number of cases, the author 
draws no conclusions regarding the homeotrans- 
plantations. He explains why the transplanted 
ovary does not have the same action as the ovary 
which remains in situ. The fact that the follicle 
‘luid reaches a tissue space which is much less 
resorptive than the peritoneum is undoubtedly of 


importance. In two cases in which removal of the 
transplant became necessary a marked small cystic 
degeneration of the ovary was found. The function 
of the transplanted ovary is greatly diminished. In 
cases of ovarian dysfunction autotransplantation is 
not indicated. In cases in which both ovaries have 
been removed the result is very unsatisfactory. A 
definitely successful result is obtained only in cases 
in which an ovary capable of function remains 
in situ with the uterus. E. Partie (G). 


EXTERNAL GENITALIA 


Hinselmann, H.: A Contribution to the Classifi- 
cation and Derivation of Leucoplakias of the 
Female Genital Tract (Beitrag zur Ordnung und 
Ableitung der Leukoplakien des weiblichen Geni- 
taltraktes). Zischr. f. Geburtsh. u. Gynaek., 1931, 
cl, 142. 

As a basis for a descriptive classification of leuco- 
plakias the author uses the following grouping: 
(1) atypical cornifying epithelium, (2) atypical 
cornifying epithelium sprouting into the connective 
tissue, (3) atypical cornifying carcinoid epithelium, 
and (4) atypical cornifying carcinoid epithelium 
with (a) external sprouting and (b) sprouting into 
connective tissue. 

He discusses briefly the opinions of von Franqué 
and Schiller. He calls attention to the fact that 
Meyer also considers destructive invasion by no 
means essential for malignancy. He emphasizes that 
nearly all malignant changes of the mucous mem- 
brane of the female genital tract may be recognized 
clinically by colposcopy. Occasionally, however, it 
is necessary in completing the diagnosis to make use 
of the iodine reaction of Schiller. With these clinical 
aids we are now able, in a manner not previously 
thought possible, to detect malignant though not 
yet destructive mucous membrane changes during 
life. 

While it is evident that cornification plays a 
definite role in leucoplakia, a more important réle is 
played by the underlying lavers down to the basal 
cell. The entire mucous membrane is altered and 
has nothing in common with the normal conditions 
of the original mucous membrane of the portio or a 
zone of transformation. It is a unique mucous 
membrane. Prolapse leucoplakia has not as yet 
been explained. The leucoplakic epithelium may at 
times lose its cornified layer (manipulations, cohabi 
tation, menstruation). In leucoplakia of the first 
and second types cornification and cornification 
tendency are essential characteristics. In that of the 
third type the cornification is not always uniformly 
demonstrable, but is present to such an extent that 
the carcinoid area may be recognized before the 
epithelium has spread toward the lumen or into the 
connective tissue. In leucoplakia of the fourth type 
the horny layer is almost always lacking as a result 
of damage to the surface. The certain demonstration 
of the atypical epithelium in the living woman de 
pends upon colposcopy. 
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Following this exposition the author discusses the 
clinical evaluation of colposcopic findings. His 
efforts to remove carcinoma at an early stage have 
led him to treat surgically, not only cases with the 
atypical cornifying epithelium of the fourth type, 
but also those with cornifying epithelium of the 
third type. However, on the basis of the histological 
findings the leucoplakias of Types 1 and 2 should also 
be removed. 

In conclusion the author states the changes in 
Types 3 and 4 may be derived from those of Type tr. 
As he believes this has been definitely proved, he con- 
cludes that all of these types may be derived from 
pre-leucoplakias. Of chief importance in the problem 
are the mucous membrane changes preceding the 
development of leucoplakia. 

Hans O. NEUMANN (G). 


Corréa, C.: Chronic Elephantiasic Ulcer of the 
Vulva and Anus; Its Relation to Lymphogranu- 
lomatosis (Ulcera chronica elephantiaca da vulva e 
do anus; suas relagdes com a lymphogranulomatose). 
Rev. de gynec. e d’obst., 1932, XXVi, 221. 

The author reports fifteen cases of.chronic ele- 
phantiasic ulcer of the vulva and stricture of the 
anus and abstracts briefly the histories of eighteen 
others. A diagnosis of lymphogranulomatosis was 
made on the basis of the exclusion of other diseases, 
a positive Frei reaction, and the histological picture. 
The treatment indicated in this condition is intra- 
venous iodide medication, Paquelin cauterization 
or diathermy coagulation, dilatation of strictures, 
and the administration of tonics. In some cases 
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improvement results, but the author has never seen 
a complete cure. 


AuprEY Goss Morcan, M.D. 


MISCELLANEOUS 


Curiel,N.: The ‘‘Peripheral Heart”’ in Abnormalities 
of the Female Genitalia (Il ‘cuore periferico 
nell forme morbose dei genitali femminili). Riv. itu! 
di ginec., 1932, xiii, 533. 

The author studied the variations in the periphera! 
blood pressure associated with different diseases anc 
abnormalities of the female genitalia. As a rule he 
measured the humeral, radial, and tibial pressures 

In cases of fibroma of the uterus there was slight 
hypertension which was most marked in the lower 
extremities. Removal of the tumor resulted in 
gradual restoration of the pressure to norma! 
Subsequent cessation of ovarian function did not 
seem to have any effect on the pressure after the 
operation. 

In cases of malignant tumor there was a mor 
marked increase in the pressure, especially in the 
lower extremities. 

In cases of ovarian cyst the humeral pressure re 
mained unchanged whereas the tibial pressure was 
increased. The author believes that the increase 
in the tibial pressure was produced mechanicall) 
rather than by the toxic action of a substance ab 
sorbed from the cyst. 

In cases of inflammation of the adnexa there was 
a tendency toward hypotension in the humera! 
arteries with relative hypertension in the lower 
extremities. A. Louts Rost, M.D. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Sserebroff, A. I.: How Should Tubal Pregnancy Be 
Operated Upon? (Auf welche Weise ist die Tuben- 
schwangerschaft zu operieren?). Arch. f. Gynaek., 
1932, Cxlviii, 364. 

Of 1,575 women subjected to laparotomy in the 
cynecological section of the Snegireff Obstetrical 
Institute in Leningrad in the period from 1923 to 
1929, 425 (27 per cent) were operated upon for 
extra-uterine pregnancy, and of the latter, 22 had 
been operated upon previously for extra-uterine 
pregnancy. Eleven of the 425 women died. 

Of 167 women who had a unilateral salpingectomy 
for tubal pregnancy and were considered capable of 
pregnancy thereafter, 97 answered a questionnaire. 
Of these, 16 (16.5 per cent) reported that they had 
been operated upon again for tubal pregnancy. 
Two others had had symptoms of another tubal 
pregnancy, but these had ceased spontaneously. 
Eighteen had borne a child, and 13 had had an 
abortion. Fifty (52 per cent) had not become preg- 
nant again. Of to who used contraceptives, 7 be- 


came pregnant. 

Since after an operation for tubal pregnancy 
fertility is reduced and the incidence of uterine preg- 
nancy is only twice that of extra-uterine pregnancy, 


the author concludes that it is usually advisable to 
remove both tubes at the same operation. Only in 
the cases of women with sterility in youth and a 
great desire to have children should one tube be pre- 
served. In some cases a salpingostomatoplastic 
operation should be performed. However, the inci- 
dence of recurrent extra-uterine pregnancy is so 
high that there is danger of its occurrence even when 
the remaining tube appears macroscopically normal. 
H. H. Scumipt (G). 


Fournier, R.: A Contribution to the Study of the 
Circulation in the Normal and Pathological 
Placenta. Roentgenographic Method (Contri- 
bution a l’étude de la circulation dans le placenta 
normal et pathologique. Méthode radiographique). 
Gynéc. et obst., 1932, XXV, 349. 

Fournier has made a roentgenographic study of 
the circulation in 150 placente of all ages. These 
were divided into the following 2 groups: (1) normal 
placente, which included those at term and at 
different periods of pregnancy, and (2) pathological 
placenta, which included those attacked by patho- 
logical processes in women who were clinically 
normal, placenta from women with nephritis, and 
syphilitic placente. 

In preparing the specimens Fournier removed as 
much blood as possible by careful massage and 
removed the remainder by washing with water. 


The placental vessels, usually the arteries, were then 
injected with double strength mercury ointment 
(recommended by Bousson) which was heated to 
40 degrees C. so that it would reach the finest 
capillaries. The injection was continued until the 
maternal surface of the placenta was a uniform green 
color, which signified that the entire arterial tree was 
completely filled. The specimen was then cooled and 
hardened in 4 per cent formalin for twenty-four 
hours. The roentgenograms were made with the 
maternal surface of the placenta against the plate 
to bring out the capillary details, and with a dis- 
tance of 80 cm., 200 ma., and 50 kv. 

The article contains reproductions of numerous 
roentgenograms. Fournier found that in normal 
placente the vascular tree is characterized by 
regularity and uniformity of distribution of terminal 
capillary ‘‘bouquets.”” In the young placente the 
pattern is of the same type, but there is a somewhat 
less rich vascular tree. In old placentz histological 
examination shows vascular lesions, but these do not 
produce significant changes in the vascular tree. 

Degenerative lesions in the vascular tree found in 
placente obtained from women who were clinically 
normal were always found to correspond to true 
pathological lesions. 

In cases of eclampsia, nephritis, and syphilis, 
extremely variable, yet characteristic, alterations 
were found in the vascular tree. In some cases of 
nephritis and syphilis in which the vascular tree 
appeared normal death of the infant was caused by 
the maternal toxemia and infection. However, if 
the child remained alive a sufficient number of 
cotyledons remained normally vascularized to assure 
its nutrition, regardless of the cause or gravity of the 
maternal infection. The roentgenograms of pla- 
cente obtained from women suffering from chronic 
nephritis, eclampsia, and syphilis were sufficiently 
characteristic in each condition to permit their 
ready differentiation. The vascular lesions of slow 
prolonged nephritis attack the terminal capillaries 
and produce progressive obliteration of the circu- 
lation throughout the placental mass. The attempt 
to force blood past these barriers produces a mech- 
anical dilatation of the arterioles and arteries up- 
ward toward the capillary bouquets. This picture is 
clearly shown by the roentgenogram. The author 
has never seen it except in chronic nephritis. 

In eclampsia the thromboses appear quickly and 
obliterate important vessels in the placenta. When 
a certain percentage of placental vessels are involved 
death of the infant results very quickly. There is no 
increase in the caliber of the arteries such as occurs 
in chronic nephritis. When chronic nephritis is’ the 
cause of eclampsia the pictures of the 2 conditions 
are superimposed. 
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The treponema travels throughout the placenta 
and attacks capillaries and subamniotic vessels, 
causing progressive narrowing due to an obliterative 
endarteritis and periarteritis. It attacks most fre- 
quently the small and medium-sized arteries. Areas 
of involvement are interspersed with almost normal 
appearing areas of terminal capillary bouquets. 

In conclusion Fournier says that roentgenographic 
studies give a complete image of the placental circu- 
lation and the changes produced by disease. In most 
cases the clinical and laboratory findings are of 
greater importance, but when these findings do not 
aid in the diagnosis roentgen studies are of special 
value. James B. Mason, M.D. 


Halshofer, L.: Investigations of the Joints of the 
Pelvis, With Special Consideration of Changes 
During Pregnancy and Labor (Untersuchungen 
ueber die Gelenke des Beckenrings mit besonderer 
Beruecksichtigung ihrer Veraenderungen durch 
Schwangerschaft und Geburt). Arch. f. Gynaek., 
1931, cxlvii, 169. 


The author reports a study made with numerous 
microscopic sections of the pelves of pregnant women 
as compared with those of children, non-pregnant 
women, and men. The symphysis was examined in 
eighty-nine cases and the sacro-iliac joint in sixteen. 

He found that the individual differences are much 
greater between the amphiarthroses than between 
the diarthroses, especially in adults. In the symphy- 
sis and the sacro-iliac joints articular spaces are 
present in adults as well as in children and fetuses. 
Heretofore the mobility of these joints was often 
underestimated. An increase in mobility during 


pregnancy is not explained by an increase in the 


fluids as the latter is regarded as a cause of increased 
fragility. The increased mobility is explained better 
by changes of posture and function. This is proved 
by the occurrence of similar changes in men during 
heavy labor. The movement causes friction and the 
accumulation of particles within the joints which, 
with continuous recurrence, accumulate into peculiar 
layers. The movement is demonstrated also by T- 
shaped fissures and “‘planed”’ areas in the symphysis. 
Very striking are the nearly always demonstrable 
pathological changes of traumatic origin and of 
osteoarthritis. With equal frequency pressure and 
trauma cause very small fissures and splinters, 
fractures, callus, and areas of rarefaction such as are 
very often discovered in children. 

A series of changes at the osteocartilaginous 
borders are described. Besides very slight traumatic 
disturbances and callus formations there may often 
be larger lesions, irregular fissures and calluses, 
fibrous, mucous, and fatty changes, calcification, 
and necrosis of the cartilage matrix cells. The 
softening and hyperemia occurring during preg- 
nancy increase the susceptibility to trauma, as is 
shown by microscopic examination. 

The findings in osteo-arthritis deformans are 
described with illustrations. This condition is 
characterized by the penetration of bony processes 
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into the cartilage, lipping, and areas of resorption 
invaded by marrow tissue, which Pommer considered 
characteristic. Arthritis deformans may occur also 
in young persons and must not be confused with the 
normal growth processes in which the calcification 
zone of the cartilage is not invaded by marrow tissuc 
and irregularly penetrated as far as the uncalcified 
cartilage. 

In multiparous women extensive changes with 
marked loss of intermediate cartilage and fissures in 
the joint cartilage are found. The pelvis is widened 
The temporary broadening of the pelvis during 
pregnancy and labor is shown by roentgenogram: 
and by sections through the joints. The extensive 
fissures and regressive changes are revealed by the 
ragged appearance of the borders of the joint space 
Some time after delivery the joint walls again be 
come smooth and approach each other more closel\ 
with removal of the split portions of cartilage anc 
the unusual accumulation of débris at the ends of thi 
clefts. Fresh hemorrhages may occur in the cavit; 
of the sacro-iliac joint, and varying amounts of bloo: 
residue may remain in the fissures. In three cases 
seen by the author—one of trauma and two o! 
pregnancy—the hemorrhages were particular]\ 
severe. Eymer and Lang found remains of hamato 
mata most frequently in the sacro-iliac joint. Th 
hemorrhages were ascribed to stasis. 

Clinically, the changes described are manifeste: 
by sacral pain. The sacro-iliac joints are rendere« 
painful by the variations in weight-bearing whic! 
occur during pregnancy; by inflammation, particu 
larly that of deforming arthritis; and by traumati: 
changes, as the result of which arthritis deformans 
frequently occurs. RosBert MEyER (G). 


Cornell, E. L.: The Value of Kidney Visualization 
in Pregnancy. Am. J. Obst. & Gynec., 1932, xxiii 
755- 

Normal pregnant women, who have no complaints 
referable to the urinary system, may show a marked 
dilatation of the right ureter. This is often accom 
panied by kinks in the upper half of the ureter 
The roentgenogram suggests that the kinks ar 
more than twists. In some cases they seem to lb 
reduplications, and in others more or less right 
angled foldings. The author’s studies revealed no 
strictures in the ureter and no evidence of ston¢ 
The left ureter becomes dilated much less frequentl, 
than the right ureter and shows kinks only occa 
sionally. Dilatation of the right ureter is evident 
after the third month. 

In the cases studied by the author the ureter: 
became visible to the level of the fifth lumbar ver 
tebra, but were seldom seen lower. All cases oi 
hydronephrosis showed hydro-ureters. The bladde: 
was saddle shaped, whether the baby lay in a breec! 
or a cephalic presentation, and the saddle shape wa 
seen as early as after two and a half months. 

The drug used in all cases was skiodan. The dos 
employed was 20 gm. dissolved in 50 c.cm. of steril: 
water. 
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The pathological kidney becomes visible more 
slowly and retains the opaque material much longer 
than the normal kidney. In the author’s studies 
good shadows of the pathological kidney were seen 
as long as three hours after the injection. The 
visibility of the normal kidney was best ten minutes 
after the injection. 


fauvet, E.: Hormones of the Posterior Lobe of the 
Pituitary Gland and Toxzmias of Pregnancy 
(Hypophysenhinterlappenhormone und Schwanger- 


schaftstoxikosen). Adin. Wehnschr., 1931, ii, 2125. 


Hydrops gravidarum, nephropathy, and eclampsia 
should be designated as gestation toxicoses brought 
about by the active principles of the posterior lobe 
of the pituitary gland. They occur only in associa- 
tion with pregnancy and their cause has long been 
sought in the maternal organism. 

A certain degree of tissue succulence is physio- 
logical in pregnancy. During pregnancy there is 
also an abundant secretion of pituitary substances. 
The water and the sodium chloride balance is 
influenced to a remarkable degree by the hormones 
of the posterior lobe of the pituitary gland, diuresis 
being checked and chloride excretion being increased. 
It is assumed that in the regulation of the water 
balance during pregnancy an effect is exerted upon 
the tissues by the posterior lobe of the pituitary 
gland which is physiological up to a certain degree. 
When overproduction of the hormone of the posterior 
lobe of the pituitary gland begins retention of water 
within the tissues, hydramia, results and a less con- 
centrated urine is excreted. The opposite condition, 
i.e., under-production of the hormone of the pos- 


terior lobe of the pituitary gland, causes concen- 
tration of the blood, dehydration of the tissues, 
polyuria, and the symptoms of diabetes insipidus. 
The symptoms of over-production of the hormone 
correspond to the cardinal symptoms of hydrops 


gravidarum. Therefore hydrops gravidarum may 
depend upon an increased production of the hormone 
of the anterior lobe of the pituitary gland. 

According to Zangemeister, the second stage of 
hydrops gravidarum is characterized by the nephro- 
pathy syndrome. This syndrome was studied by the 
author by means of experiments on animals based 
upon the investigations of Ehrhardt and Simunich 
in which intoxication was produced by extract of 
the posterior lobe of the pituitary gland. The active 
component of this extract is tonephin. In his experi- 
ments the author found that it is possible to produce 
the changes characteristic of nephropathy by means 
of the active principle of the posterior lobe of the 
pituitary gland. 

Eclampsia is a more advanced grade of nephro- 
pathy with increased blood pressure and convulsions. 
\n increase in the blood pressure as well as convul 
sions may be produced by intoxication with extracts 
of the posterior lobe of the pituitary gland. W hile in 
experiments on animals the changes characteristic of 
eclampsia could not be produced exactly, the author 
found evidence to prove that by intoxication with 
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extracts of the posterior lobe of the pituitary gland 
it was possible to produce disease pictures which 
corresponded fully from an anatomico-pathological 
standpoint to those observed in eclampsia. 

The results of research regarding the anterior 
lobe of the pituitary gland have led to the author to 
believe that hypersecretion of the hormone of the 
posterior lobe of this gland is possible during preg- 
nancy, and that this hormone may be produced also 
in large quantities by the placenta. 

There is no perfect pharmacological method for 
demonstrating the presence of this hormone. The 
melanophore reaction merely indicates the presence 
of tonephin, the component of the extract of the 
posterior lobe of the pituitary gland which influences 
renal function and water balance. Since Ehrhardt 
could produce the melanophore reaction only by 
implantation of placental tissue from eclamptics, 
the author believes it justifiable to conclude that in 
the presence of ocdneklose (a term coined by Seitz 
to signify the odema-nephrosis-eclampsia syn- 
drome) there is a pathological increase in the pro- 
duction of the secretions of the posterior lobe of the 
pituitary gland. As an indirect proof of this theory 
he cites the results obtained in the treatment of 
eclampsia with narcotics. Narcotics counteract the 
effects of the extract of the posterior lobe of the pi- 
tuitary gland. The results of pharmacological 
experiments support the assumption that there is 
an increased production of active principles in the 
hypothalamus. H. SIEGMUND (G). 


Klaften, E.: Eclampsia and the Vascular System 
(Eklampsie und Gefaess-system). Alin. Wehuschr., 
1931, ii, 1627. 

The author has continued the investigations of 
Pal concerning hypertonia and hypertension and 
their importance in the pathogenesis of the toxemias 
of pregnancy. 

Hypertonia and hypertension must not be con- 
sidered identical. The author distinguishes 4 dis- 
tinct groups of cases. The first group includes cases 
with functional disturbances of the vascular system 
(hypertonia). The 2 chief types are primary and 
toxigenic hypertonia. 

In 500 cases of eclampsia Klaften found 17 cases of 
primary hypertonia. ‘These cases are characterized 
by an increased resting tonus of the cells of the 
muscular wall of the blood vessels which results in 
permanent hypertension. The veins are normal. 
The retina shows a typical thickening of the arteries 
and a reduction in the size of the veins at the points 
of crossing (Gunn’s sign). There is a tendency 
toward sudden variations in the blood pressure and 
toward angiospastic states in the cerebral vascular 
system. 

Toxigenic hypertonia tends more toward the 
development of cedema and albuminuria progressing 
to the stage of eclampsism. The vascular system 
shows damage to the arteries and veins with con 
centric hypertrophy of the heart. These cases may 
be differentiated only by thorough clinical investi- 
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gation of the entire vascular system, including 
capillary microscopy. Changes in the retina and 
corkscrew-like convolutions of the veins are com- 
mon. A history of scarlet fever is of importance as 
toxigenic vessel changes frequently result from this 
condition, and women showing such changes later 
tend to develop nephropathies. Of greatest impor- 
tance among cases of toxigenic hypertonia are those 
with renal changes. 

Besides these 2 groups of cases there are the cases 
of elderly women with worn-out vessels, hypoplasia 
due to constitutional alterations of the cardiovas- 
cular system and atheroscleromatous changes. In 
hypoplasia the vascular system does not respond 
adequately to the increased functional demands of 
pregnancy. The vessels are extraordinarily labile. 
The congenital narrowness of the vascular system, 
the small size of the aorta, and the insufficient heart 
not infrequently constitute the basis of subsequent 
eclampsia. 

While the author’s cases included 17 of the first 
type of primary hypertonia described, toxigenic 
hypertonia was found in 14 and atheromatosis in 2. 
In 464 cases vessel changes could not be demon- 
strated. It is noteworthy that of the 10 cases of 
eclampsia observed, 2 belonged to the group of 
primary hypertonia and 3 to the group of toxigenic 
hypertonia. In 5 cases the vascular system was 
normal, but 4 of the 5 patients, were under twenty- 
three years of age. Conditions were similar in the 
5 cases of nephropathy. In only 2 was it impossible 
to discover vascular changes. 

The author is of the opinion that the classification 
of cases according to vascular changes is of practical 
importance for therapy. Primary and toxigenic 
hypertonia with vascular hypoplasia and athero- 
sclerosis must be diagnosed early and subjected to 
prophylactic treatment. Limitation of the protein 
and sodium chloride intake and shortening of the 
process of labor are of importance. In the purely 
toxigenic types of hypertonia venesection is indi- 
cated, but in the remaining types it is contra- 
indicated because of the danger of producing pres- 
sure variations in the vascular system. 

KESSLER (G). 


Held, E.: Severe Pyelitis During Pregnancy (Pyé- 


lites gravidiques graves). Gynéc. et obst., 1932, XXv, 


200. 

Every case of pyelitis during pregnancy requires 
strict control of the function of the kidneys as 
shown by clinical signs and laboratory procedures 
blood urea determinations, diuresis test, concen- 
tration test). Cylindruria is not to be interpreted 
as an early sign of renal insufficiency. The physician 
must recognize the extent of the infection. Repeated 
blood cultures in the interval between chills give 
valuable information supplementing the clinical 
signs and symptoms as regards sepsis. 

The author employs intravenous pyelography 
regularly and considers this procedure indispensable 
in all cases which resist treatment. He calls atten- 
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tion to the presence of icterus and mild cyanosis 
which he has observed repeatedly even in mild 
cases of colon bacillus infection. 

All cases should first be treated medically (urinar: 
antiseptics, the intravenous administration of hyper- 
tonic glucose, etc.). When medical measures fai! 
the renal pelvis should be drained for a period oj 
several days and bacteriophage should be instille: 
into it. This treatment is rendered more eflicacio. 
by injections of Vincent’s anti-colitic serum. Whx« 
drainage fails to bring about prompt remission « 
the septic phenomena and when there is evidence . 
renal insufficiency which does not respond rapid! 
to medical treatment, the author advises surgici 
intervention. If the process is unilateral nephro: 
tomy is to be preferred. When both kidneys ar 
involved the pregnancy should be terminated. | 
the second half of pregnancy hysterotomy by thi 
abdominal route is advised, but in the first half « 
pregnancy therapeutic abortion by the vaginal rout 
is associated with less risk. As prolonged ren: 
infection is a grave source of danger to both th: 
mother and the child, prompt interruption of th 
pregnancy is indicated when all attempts at treat 
ment have failed. 

The author reports three cases of severe pyelitis 
during pregnancy. Harorp C. Mack, M.D. 


Warner, C. G., and Hibbits, J. T.: Symmetrical! 
Cortical Necrosis of the Kidneys in Pregnancy 
Am. J. Obst. & Gynec., 1932, xxiii, 875. 

Cortical necrosis of the kidneys has been known 
to develop during the course of infectious diseases i) 
both sexes, even in children, but in by far the majo: 
ity of the forty cases reported in the literature it 
occurred in women after the fourth month of preg 
nancy and following some complication of prey 
nancy, usually retroplacental hemorrhage. In on! 
one instance was the fetus born alive. In this cas: 
twins were delivered. There may be no antecedent 
history or clinical signs suggesting renal involv: 
ment, but as a rule more or less marked cedema 
precedes the urinary suppression. Anuria is one o! 
the most constant signs, and is usually complete o: 
practically complete. It begins several days before 
or after delivery and continues until death. Vomit 
ing is not the rule. Gradually increasing nitrogen 
retention with a rather rapid accumulation 0! 
creatinin is an outstanding feature, as pointed out 
by Shriver and Oertel. 

Repeated determinations of the blood pressur 
have been made in only a few cases. The pressure 
tends to drop with the progress of the disease, bu: 
whether the fall has a cause or an effect relationshi, 
to the renal condition cannot be determined. 

The symmetrical character of the necrosis clear] 
indicates that the pathological changes have 
circulatory basis, but whether the vascular lesion i 
a thrombosis, embolism, or vasoparesis with stasi 
has not been definitely proved. Without doubt 
thrombi are present in the majority of the arterioles 
in the necrotic cortex of the kidney. The thrombosis 
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occurs only in the segmentary level of cortical 
necrosis. 
The authors report a case in detail. 
E. L. Cornett, M.D. 


Baer, J. L., Reis, R. A., and Arens, R. A.: Appendi- 
citis in Pregnancy. J. Am. M. Ass., 1932, xcviii, 
1359- 

Seventy pregnant women with normal appendices 
were studied roentgenologically in the dorsal posi- 
tion at regular intervals throughout pregnancy and 
the puerperium. In each instance the relationship 
of the base of the appendix and the caput coli to 
fixed anatomical structures easily recognized on the 
fluoroscopic screen and in the roentgenogram was 
noted. The base of the appendix was measured in 
relation to the iliac crest, the iliopectineal line at 
its sacral termination or the symphysis pubis rather 
than to McBurney’s point as the latter varies as 
pregnancy progresses. 

It was found that the long axis of the appendix 
undergoes a counterclockwise rotation, first becom- 
ing horizontal and pointing medially and finally, 
in 60 per cent of cases, pointing vertically at the 
end of the eighth month. By the end of the tenth 
day after delivery the appendix has returned to its 
normal position. In many instances it is lower than 
normal at this time, probably because of the general 
abdominal relaxation. 

Twenty-eight cases of appendicitis complicating 
pregnancy were studied. These occurred among 
16,543 cases of delivery, an incidence of 0.17 per 
cent, and among 1,700 appendectomies in adult 
women, an incidence of 1.7 percent. In 50 per cent 
the onset occurred during the second trimester of 
pregnancy. 

All types of pathological change showed a fre- 
quency comparable to their incidence in the absence 
of pregnancy except gangrenous and perforative 
appendicitis, which occurred 514 and 314 times more 
frequently, respectively, in the presence of preg- 
nancy. The condition is often not recognized in the 
early stages because the abdominal pain, nausea, 
and vomiting are interpreted as the usual accom- 
paniment of advancing pregnancy. 

Abortion and premature labor are most apt to 
occur when the infection invades the peritoneal 
cavity. The later the onset of the appendicitis in 
the course of the pregnancy the greater the danger 
of premature labor. 

There is only one treatment for the condition, 
viz., prompt surgical removal of the appendix. The 
pregnancy should be left undisturbed regardless of 
its stage or the severity of the appendiceal involve- 
ment. CuartLeEs Baron, M.D. 


Biré, S.: Cancer of the Uterus and Pregnancy 
(Gebaermutterkrebs und Schwangerschaft). /onats- 
schr. f. Geburish. u. Gynaek., 1931, IXxxix, 275. 


In the eleven and a half years from January 1, 
1918 to June 30, 1929, a complicating carcinoma of 
the cervix was found in only 1o of 21,331 cases of 
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delivery and miscarriage at the Second Gynecological 
Clinic of the University of Budapest. To these the 
author adds a case of carcinoma of the vagina 
because of its similar treatment and significance. 
In general, women with carcinoma complicating 
pregnancy consult a physician sooner than those 
with carcinoma of the uterus not complicating 
pregnancy. Therefore the condition of the former 
is more frequently operable when the case is first 
seen. All of the cases reviewed by the author were 
operable. Only one patient died as the direct result 
of the operation. Two developed recurrences later. 
The incidence of cure was 67 per cent. With regard 
to the treatment the author concludes as follows: 
“In operable cases a radical operation should be 
performed immediately. In the early stages of 
pregnancy a vaginal operation, and in the later 
stages, an abdominal operation, should be per- 
formed. The operation may be postponed in the 
interests of the fetus only a few weeks at the most. 
In inoperable carcinoma the pregnancy should be 
interrupted in the first few months by supravaginal 
amputation of the uterus. At the end of pregnancy 
one should wait until the fetus is viable. Caesarean 
section should then be done and followed by supra- 
vaginal amputation of the uterus and postoperative 
irradiation. WI1te (G). 


LABOR AND ITS COMPLICATIONS 


Keller, R., and Bohler, E.: Clinical Experiences 
with Pernocton Anesthesia in Obstetrics (/x- 
périences cliniques sur l’anesthésie obstétricale au 
pernocton). Gynéc. et obst., 1932, XXV, 191. 

The authors have employed pernocton anesthesia 
in 150 obstetrical cases. As the period of amnesia 
following the administration of this drug is relatively 
brief, an anesthetic effect is obtainable only during 
the time of expulsion and a very brief portion of the 
first stage. As pernocton does not exert an unfavor- 
able influence on the course of labor, but, on the 
contrary, often appears to accelerate the period of 
dilatation, frequent injections may be made during 
the first stage. The second stage is usually not pro- 
longed. The administration of pernocton does not 
predispose to uterine atony. Its effect in producing 
amnesia and anesthesia is superior to that of other 
obstetrical anesthetics. However, contrary to the 
opinions of others, the authors have found that it 
has a definite toxic effect on the fetus. 

The chief disadvantages of pernocton anesthesia 
are: (1) the frequency of excitation phases, which 
vary in intensity and cannot be counteracted; (2) 
the necessity for close supervision of the patient 
during the second stage, which increases the work 
of the attending personnel; and (3) the brevity of 
the period of amnesia. While improvements in tech- 
nique may prolong the period of amnesia, it remains 
questionable whether this can be accomplished with- 
out increasing the danger to the mother and child. 

Pernocton anesthesia can be used safely only in 
a well-organized hospital in which constant medical 
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observation of the patient is possible. As a form of 
twilight sleep it possesses great advantages over 
former methods. As its disadvantages are common 
to all other types of anesthesia, the authors believe 
they can never be eliminated entirely. 

In conclusion the authors state that despite the 
advances made by the introduction of pernocton, 
the problem of twilight sleep in obstetrics still awaits 
an ideal solution. Harowp C. Mack, M.D. 


D’Acierno, P.: The Lower Segment Czsarean 
Section, or Celio-Isthmotomy. A Preliminary 
Report. Am. J. Obst. & Gynec., 1932, xxiii, 821. 

Experimental and surgical evidence shows that 
an incision 12 cm. long or longer is necessary for the 
delivery of the head of the average full-term child. 

A longitudinal incision in the lower segment of 
the uterus is therefore inadequate and a transverse 
curvilinear incision must be employed if the op- 
erative field is to be limited to the quiet zone. As 
this zone is represented by the isthmus, the operation 
may be appropriately called ‘“‘celio-isthmotomy.” 

The author describes the technique of “celio- 
isthmotomy” in detail. Transverse celio-isthmotomy 
seems to possess decided anatomical, physiological, 
and technical advantages over longitudinal celio- 
isthmotomy. 

Fourteen longitudinal and six transverse celio- 
isthmotomies are reviewed briefly for comparison. In 
neither group were there any deaths. The morbidity 
was 57 per cent in the cases in which the longitudinal 
operation was done and 50 per cent in those in which 
the transverse operation was done although the 
number of poor risks was larger in the latter. 

FE. L. Cornett, M.D. 


Mayes, H. W.: Maternal Mortality and the Mer- 
curochrome Technique. Am. J. Obst. & Gynec., 
1932, XXili, 627. 


In a study of the maternal mortality following 
15,647 deliveries the cases were divided into 3 groups 


of approximately 5,000 each. In the first group, 
which represented the period from 1919 through 
1924, no vaginal antiseptic was used. In the 
second group, which represented the period from 
1925 through 1927, mercurochrome was used experi- 
mentally. In the third group, which represented 
the period from 1928 to August, 1930, the latest 
mercurochrome technique was employed. 

In the 5,000 deliveries before the use of mercuro- 
chrome there were as many maternal deaths as in 
the 10,000 deliveries following the use of mercuro- 
chrome. 

If the cesarean sections are left out of consider- 
ation, there were twice as many maternal deaths in 
the first 5,000 deliveries as in the last 5,000, and in 
cases of vaginal delivery of viable infants there were 
4 times as many maternal deaths in the first series as 
in the last series. 

The mortality of ca#sarean section in the first 
group was 7.1 per cent, and in the second and third 
groups, 2.6 per cent. 
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Shock and hemorrhage accounted for 8 deaths in 
the first series, 2 in the second, and 2 in the third. 

In the cases of the first group eclampsia was given 
as the cause of 3 maternal deaths following the 
vaginal delivery of a viable child and of 4 deaths 
following cesarean section. In the cases in which 
mercurochrome was used there was only 1 deat} 
from eclampsia following the vaginal delivery of « 
viable child. 

Sepsis was the cause of 15 deaths in the first group 
9 in the second, and 4 in the third. 

In the cases of vaginal delivery of viable infants 
there were 6 deaths from puerperal sepsis in th 
first group, 8 in the second, and 1 in the third 
Following cesarean section, there were 7 deaths 
from sepsis in the first group, 1 in the second, and 
1 in the third. 

In the last group only 1 of the deaths followed th: 
vaginal delivery of a viable child. Another followed 
cesarean section. The third was that of a woman 
who was infected before her admission to thi 
hospital and had a miscarriage after five and a hal! 
months. 

In conclusion the author says that as puerpera! 
sepsis accounts for from one-third to one-half of al! 
maternal deaths and is a preventable condition in 
which there has been no increase during the las‘ 
twenty-five years, it is logical to assume that thc 
use of a vaginal antiseptic during labor and deliver, 
might reduce the number of maternal deaths from 
this cause. E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Puppel: Puerperal Fever at the Institute for Mid- 
wives in Mainz in the Period from 1913 to 1930 
(Die Puerperalfieberfaelle in der Hebammenlehr 
anstalt Mainz 1913-1930). Arch. f. Gynaek., 1931, 
cxliv, 396. 

In the period from 1913 to 1930 about 13,00c 
women were delivered at the Institute for Midwives 
at Mainz. Of the total number of 12,821 deliveries 
11,301 (89 per cent) were spontaneous and 1,52c 
(11 per cent) were operative. Fever occurred in 306 
(2.7 per cent) of the cases of normal delivery and 
in 343 (22.4 per cent) of those of operative delivery 
In the cases of spontaneous delivery there was | 
death, a mortality of 0.1 per cent. 

Of the cases of operative delivery, morbidit) 
occurred in 343 (22.4 per cent) and death in 19 
(1.24 per cent). There was the usual incidence oi 
forceps delivery. Perforation was done only on dead 
fetuses. The incidence of version was decreased, but 
that of cesarean section was greatly increased in 
accordance with the broadened indications. In 234 
cases in which cesarean section was done ther 
were 8 deaths, a mortality of 3.4 per cent. Becaus: 
of its unfavorable results, symphyseotomy is n 
longer performed. 

In the same period of time 168 women wer 
admitted after delivery at their homes. Half oi 
them had been delivered spontaneously and hal! 
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by intervention. Of those who had been delivered 
spontaneously, only 33 had an afebrile puerperium. 
Of 48 with puerperal sepsis, 10 died, and of 16 
subjected to manual removal of the placenta, 5 
died. 

A comparison of the 2 groups supports the opinion 
that all women should be delivered in a hospital. 
Puppel considers this conclusion too radical, but 
believes that all practitioners should be obliged to 
have three months’ training on an obstetrical 
service. 

In the discussion of this report attention was 
called to the fact that the absolute and puerperal 
morbidity remained unchanged up to the year 1923. 
After that year the patients were allowed to get up 
early and it was found that early activity of the 
puerperal woman is most important. 

OpENTHAL (G). 


Stookey, P. F., and Downs, C. M.: Some Observa- 
tions Concerning Erythematous Eruptions 
Simulating Scarlet Fever Developing in the 
Puerperium. Am. J. Obst. & Gynec., 1932, xxiii, 
735+ 

It is obvious that scarlet fever may attack women 
in the puerperium, but in the author’s experience 
scarlet fever developing in the puerperium is puer- 
peral infection due to a stretococcus producing an 
exotoxin capable of causing an erythematous erup- 
tion. This streptococcus may invade the blood 
stream and produce the clinical picture of puerperal 
sepsis with a high mortality. In some cases the 
infection may be confined to the uterus, the con- 
stitutional reaction being slight and the associated 
erythematous eruption due to the absorption of the 
erythema-producing exotoxins. In this group the 
prognosis is excellent. 

The réle of Dick’s streptococcus scarlatina in the 
production of puerperal infections associated with 
erythema cannot be definitely established. How- 
ever, the exotoxin elaborated by a streptococcus 
grown from the blood of women with puerperal 
sepsis associated with an exanthem which cannot 
be differentiated from that of scarlet fever produces 
a characteristic reaction in Dick-positive persons, 
and exotoxins from the streptococcus producing an 
erythematous eruption like that of scarlet fever in 
the puerperium are neutralized by Dick’s antitoxin. 
The therapeutic efficiency of the antitoxin is in 
direct proportion to the exotoxin elaborated. The 
authors conclude that neutralization of this ery- 
thema-producing exotoxin of streptococcic origin 
may be of great therapeutic importance. 

E. L. Cornett, M.D. 


MISCELLANEOUS 


Solomons, B.: Report of the Rotunda Hospital, 
November 1, 1930 to October 31, 1931. 
During the year from November, 1930, to Novem- 
ber, 1931, there were 2,571 admissions to the Rotun- 
da Hospital, Dublin, and 2,169 deliveries. There 
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were 1,814 cases on the district with 1,705 deliveries. 
Nineteen maternal deaths occurred in the hospital 
and 2 on the outside service. 

There were 19 cases of eclampsia with 1 maternal 
death and 8 fetal deaths. 

In 24 cases of placenta praevia there were 2 
maternal deaths and 12 fetal deaths. However, 
previous to the first death there had been a series of 
78 cases of placenta previa without a maternal 
death. Therefore in a period of five years there 
were 102 cases of placenta previa with only 2 mater- 
nal deaths. 

The incidence of disproportion was decreased 
from 109 cases in the previous vear to 69 cases. The 
results in the cases of disproportion and the type of 
treatment used were as follows: 


| Maternal | 
deaths 


Fetal 
deaths 


Type of delivery 


Spontaneous 


Forceps 





Versions 


Cesarean section 





Operative destruction 


There were 3 cases of rupture of the uterus, all 
those of multipare, with 1 death. 

Accidental hemorrhage occurred 34 times with 
the death of 1 mother and ro babies. 

There were only 8 primary cwsarean sections and 
I postmortem section with the delivery of a live 
baby following sudden death of the mother after 
the injection of stovaine for the induction of spinal 
anesthesia. Of the 8 primary cwsarean sections, 3 
were classical and 5 were lower segment operations. 
There were 17 repeated sections. Of these, 10 were 
classical operations, 1 was a Porro operation, and 3 
were lower segment operations. The type of 3 is not 
stated. Six vaginal deliveries after casarean section 
are reported. Four of the operations in these cases 
were lower segment procedures and 2 were classical 
operations. 

The incidence of forceps delivery was 5.34 per 
cent. In 55 of the 116 cases, the forceps were used 
because of fetal distress. 

Induction of labor was done 138 times. The 
method employed most frequently was rupture of 
the membranes. 

There were 50 cases of breech presentation; 7 
cases of face presentation, all ending in spontaneous 
delivery; and 7 cases of persistent occiput-posterior 
position. Solomons believes that occiput-posterior 
position is best left alone. Eight cases of prolapse of 
the cord were reported. 

The maternal mortality was 0.87 per cent, and 
the maternal morbidity according to the B.M.A. 
standard was 4.3 per cent. 

Cuester C. Donerty, M.D. 
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Borras, P. E.: Chorionepithelioma and the Asch- 
heim-Zondek Reaction (El corioepitelioma y la 
reaccion de Aschheim-Zondek). Rev. med.d. Rosario, 
1932, XXiil, QT. 


Borras states that after curettage in cases of 
hydatiform mole and _ chorionepithelioma the 
Aschheim-Zondek reaction is of particular value 
because a negative result indicates that the hyper- 
plastic tissue has been entirely removed. If any of 
the chorionic villi remain, the reaction will continue 
to be positive. The amount of the hormone of the 
anterior lobe of the hypophysis which is present in 
the urine in hydatiform mole and chorionepithelioma 
is much greater than the amount present in normal 
pregnancy. This difference is of importance as it 
permits a diagnosis of degeneration of the chorionic 
villi, which means hydatiform mole or chorion- 
epithelioma. The reason for the quantitative dif- 


ference is not known. It is impossible to determine 
the time of the beginning of malignancy of a hydati- 
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form mole or of the implantation of a chorionepi- 
thelioma. According to various authorities, cho 
rionepithelioma follows hydatiform mole in 41.; 
per cent of the cases, abortion in 36.6 per cent, 
normal pregnancy and pregnancy terminated pre 
maturely in 22.6 per cent, and tubal pregnancy in 
2.3 per cent. In cases in which hydatiform mole is 
the cause, histological examination often does not 
indicate the malignant evolution of the villi of the 
mole, but the Aschheim-Zondek test solves the 
problem although the reaction is identical for mok 
and chorionepithelioma. 

The author reports a case in which a diagnosis o/ 
chorionepithelioma was made on the basis of ; 
positive Aschheim-Zondek reaction and confirmed 
by the findings at operation, and a case in which 
chorionepithelioma was suspected but the Aschheim 
Zondek test was negative and the symptoms late: 
disappeared without surgical intervention. 

A. E. Tart, M.D. 
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Gottesman, J., Perla, D., and Elson, J.: The Patho- 
genesis of Hypernephroma. Arch. Surg., 1932, 
XXiv, 722. 

It is commonly believed that hypernephroma is a 
highly malignant tumor and has a rapid course, but 
this concept is at variance with the authors’ findings. 
The authors report a study of forty-four cases. In 
thirty-three the diagnosis was confirmed by autopsy, 
and in the remainder was based on the findings in 
removed kidneys or biopsies on metastases. In 
twenty-eight cases there were clinical manifestations 
of neoplasm. In sixteen the hypernephromata were 
discovered accidentally at autopsy. Such tumors 
were limited to a kidney or a suprarenal gland. The 
patients in this group presented no clinical evidence 
of hypernephroma and all of them died of an unre- 
lated disease in which the tumor played no apparent 
role. 

On histological examination the tumors show 
marked variations in the structure and arrangement 
of their cellular elements. Much of the confusion in 
the literature has arisen from attempts to limit the 
diagnosis of hypernephroma to tumors presenting a 
microscopic resemblance to the cortex of the supra- 
renals. Ewing excluded from this group tumors with 
distinct lumina and those showing papillary struc- 
tures. By some, hypernephromata are believed to 
have their origin in rests of the suprarenal cortex, 
and by others they are believed to originate in cells 
of the kidney tubules. 

Of the authors’ twenty-eight cases with clinical 
manifestations of neoplasm,autopsy was performed in 
nineteen. In nine cases the pathological diagnosis 
was based on excised tissue. The age of onset varied 
from thirty-five to seventy years. The greatest num- 
ber of the tumors occurred in the fifth and sixth 
decades. The duration of the illness ranged from six 
months to twenty-two years. The average duration 
of life after the onset of the initial symptoms was 
four years and four months. The onset was charac- 
terized most frequently by urinary manifestations 
such as frequency, tenesmus, nocturia, inability to 
void, and hematuria. In some cases the, first com- 
plaint was abdominal or lumbar pain. In others no 
symptoms were noted until the mass was quite large. 
In a few cases loss of weight and weakness were the 
first symptoms. Frequently, metastatic lesions were 
the earliest evidence of the condition. In one case a 
pathological fracture due to metastasis was the first 
indication of malignancy. In another, the first symp- 
toms were those of a brain tumor. In five cases they 
suggested a neoplasm primary in the pelvic bones. 
In one case the first evidence was a pulmonary 
metastasis, and in another vaginal bleeding. 


In thirteen cases nephrectomy was performed, but 
all of the patients died. Roentgen therapy was of 
slight value, relieving the pain from metastases in 
the bones and lungs in only a few cases. 

Of the sixteen cases in which the tumor was not 
diagnosed clinically, it arose in the renal parenchyma 
in fourteen and in the suprarenal gland in two. The 
patients ranged in age from twenty-three to seventy- 
nine years. None showed symptoms or signs of hy- 
pernephroma. ‘The tumors resembled those with 
clinical manifestations. There were all gradations 
from benign suprarenal cortical adenomata in the 
kidney or suprarenal gland to highly malignant hy- 
pernephromata. Benign adenomatous tissue, malig- 
nant hypernephroma cells, alveolar structures, and 
papillary formations were found in different areas of 
the same neoplasm. 

Highly malignant tumors may reach a consider- 
able size without causing clinical manifestations. In 
one of the cases reviewed the findings suggested that 
the hypernephroma represented the malignant trans- 
formation of a benign tumor. If this interpretation 
was correct the life cycle of hypernephroma must be 
extremely long. The cortical rest of congenital origin 
in the kidney may at any time undergo adenomatous 
growth and develop into a more rapidly growing or 
malignant tumor. As there are probably periods of 
arrest of such growths, it is almost impossible to de- 
termine the age of hypernephromata. 

The intimate relationship between the hyper- 
nephroma and its extensive vascular supply permits 
early metastatic dissemination by rupture into the 
thin-walled veins in the neoplasm. The metastases 
may occur at a stage of relatively low malignancy of 
the tumor. Louts NEuwWELT, M.D. 


Kirsch: Neuroblastoma of the Medulla of the 
Suprarenal (Le neuroblastome de la medullo- 
surrenale). Arch. franco-belges de chir., 1931-32, 
XXXIL1, I2I. 

Neuroblastomata of the medulla of the supra- 
renal are derived from undifferentiated cells of the 
sympathetic nervous system. As they could not 
arise from the few sympathetic cells in the normal 
suprarenal, they must have their origin in embryonic 
inclusions in the gland. Similar tumors are found 
in other chromaffin organs such as the parotid 
gland, Zuckerkandl’s organ, and the coccygeal gland. 
The neoplasms are characterized microscopically by 
lymphocytoid cells, slender fibrils, and rosette-like 
structures. 

The most frequent sites of metastasis are the 
liver, glands, and bones. Metastatic nodules are 
often formed on the skull. Under such conditions 
the head is enlarged, giving the impression of hydro- 
cephalus, and the scalp is raised by nodules ranging 
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in size from that of a pea to that of a nut, which 
are scattered over the surface of the skull. Ex- 
ophthalmos may be caused by nodules on the walls 
of the orbits. 

The tumors usually occur in children under three 
years of age. The oldest patient whose case has 
been reported was ten years of age. The disease 
begins gradually. It has no pathognomonic symp- 
toms. The general health is poor. The child loses 
weight and becomes cachectic in appearance. The 
picture is that of a severe acute anemia with little 
plastic reaction. Splenomegaly and adenopathy are 
absent. The leucocyte count is not high. The 
formula does not indicate either myeloid or lympha- 
tic leukemia. The disease may be mistaken for 
syphilis or tuberculosis. The only means by which 
a positive diagnosis can be made is biopsy on the 
skull nodules. 

The course of the tumors is more rapid the younger 
the patient and the more undifferentiated the stage 
of the svmpathetic cells from which the neoplasm 
is derived. The maximum length of life after the 
beginning of the tumor is a year. As a rule the 
patient survives only a few months. Only one case 
of survival after an operation is reported in the 
literature and the late results in this case are un- 
known. The author suggests that something might 
be accomplished in the treatment of the condition 
by roentgen or radium irradiation. 

AvupDREY Goss Morcan, M.D. 


Mark, E. G., and Johnson, E. T.: The Immediate 
Effects of Various Pyelographic Media upon the 
Mucosa. An Experimental Study. J. Urol., 
1932, XXVIl, 595. 


The experiments reported by the authors, which 
were carried out on 40 dogs, show that the trauma 
found following pyelography is due to the pyelo- 
graphic medium used and not to overdistention. 
The pyelographic media studied included 40 and 
20 per cent solutions of uroselectan, 30 and 15 per 
cent solutions of iopax, a 20 per cent solution of 
skiodan, a 25 per cent solution of sodium bromide, 
and a 12.5 per cent solution of sodium iodide. In 
the cases of six dogs used as controls normal saline 
solution was employed. Because of its resistance 
to infection, the injections were made into the 
bladder. 

In the first sixteen experiments the bladder was 
catheterized under ether anesthesia, but as the 
anesthesia rendered it difficult to determine when 
the bladder was empty, the catheterization in the rest 
of the experiments was done without the use of an 
anesthetic. After the bladder had been emptied, 
from 50 to go c.cm. of the medium were slowly 
injected. Twenty-four hours later the dog was 
sacrificed and the bladder studied. 

The dogs receiving injections of skiodan, uro- 
selectan, and iopax showed no more trauma than 
the control dogs. In those receiving injections of 
sodium iodide, congestion of the mucosal vessels 
and oedema were found, but there was no hemor- 


INTERNATIONAL ABSTRACT OF SURGERY 


rhage or ulceration. The use of sodium bromide 
caused marked injury to the mucosa ranging from 
focal hemorrhage and ulceration to a diffuse hemor 
rhagic inflammatory exudate with focal necrosis. The 
authors draw the following conclusions: 

1. A 25 per cent solution of sodium bromide is 
dangerous as a urographic agent. 

2. A 12.5 per cent solution of sodium iodide 
produces cedema of the mucosa and irritation. 

3. Although a 30 per cent solution of iopax pro 
duces approximately the same degree of hemolysi- 
as a 12.5 per cent solution of sodium iodide, it 
causes no mucosal or submucosal changes and no 
irritation. 

4. A 20 per cent solution of skiodan causes no 
hemolysis or irritation. 

5. Skiodan and iopax may be used for bilater«! 
pyelograms. 

6. While overdistention causes pain and damag: 
the chief factor in mucosal trauma is the character 
of the drug. CLaupDE D. PickreLt, M.D. 


Alberti, V.: Hamaturia from a Nephralgic Kid- 
ney; Decapsulation; Cure (Ematuria in rene 
nefralgico; decapsulazione; guarigione). Clin. chi) 
1932, Vili, 188. 

The case reported was that of a woman twent) 
four years of age who had previously been well. 
No evidence of syphilis was found in the patient or 
her husband. The patient had borne five health 
children. After her fifth delivery she suffered 
intense pain in the right flank. About three months 
later she had evening fever for about two weeks, 
and for one day during this period she passed brigiit 
red and clotted blood with the urine. 

Examination revealed no evidence of stone 
tuberculosis, or tumor, and functional tests showed 
no insufliciency of the kidney. 

At operation the kidney was found to be small ani 
divided into lobules by sulci which gave it almost 
the appearance of an embryonic kidney. Along the 
sulci the kidney tissue was sclerotic and the capsul: 
was thickened and firmly adherent. It seeme:! 
apparent that during the fifth pregnancy there ha: 
been a partial interstitial nephritis at these sites 
which left the capsule thickened and adherent and 
the parenchyma sclerotic. The pain and hematuria 
were evidently produced by compression and tra‘ 
tion on the blood vessels and the nerves at thes 
sites. Decapsulation was followed by complet: 
recovery. In cases in which improvement can |x 
brought about by mechanical decompression an 
improvement of the blood supply this operation | 
preferable to denervation. 

Auprey Goss Morcan, M.D. 


Kennedy, R. L. J.: The Pathological Changes in 
Pyelitis of Children Interpreted on the Basis 
of Experimental Lesions. J. Urol., 1932, xx\ 
371. 
Urinary tract infections in children are usual! 
due to the colon bacillus. Kennedy discusses tl 
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pathological changes occurring in the kidney as the 
result of such infections. 

Material obtained at autopsy in clinical cases does 
not afford an opportunity to study the pathological 
changes restricted to the renal pelvis. However, 
Helmholz has found such changes in rabbits suf- 
fering from spontaneous pyelitis. 

A study of the lesions discovered in cases of 
pyelitis of extremely short duration would be the 
best method of obtaining information regarding the 
pathogenesis of the disease. There are very few 
reports in the literature regarding these changes. 
Fhis is due to the fact that the condition is seldom 
fatal. 

The author reports four cases in which histological 
studies were made. All were cases of infection of the 
urinary tract by colon bacilli without accompanying 
obstruction. In infections lasting only three days 
there was an acute, widespread suppurative process 
involving the renal and peripelvic tissues. In cases 
of from three days’ to three weeks’ duration there 
was definite pyelitis with involvement of the 
parenchyma, the formation of abscesses, and dif- 
fuse infiltration. These lesions showed a tendency 
to heal promptly. The conditions found in these 
cases emphasize the fact that little information 
concerning the mode of infection in pyelitis can be 
obtained from a study of pathological changes in 
material from human beings. 

Hamatogenous and ascending lesions with and 
without obstruction were produced experimentally 
and studied in detail. The hematogenous lesions 


were found to occur first in the cortex and medulla, 
and the ascending lesions in obstructed kidneys 


were found to occur first in the peripelvic tissue. 
In both types of infection the process spread rapidly 
throughout the kidney. Obstruction did not favor 
the localization in the kidney of organisms injected 
intravenously. The healing process begins early, as 
in the human being, and proceeds rapidly, with the 
ultimate formation of fibrous tissue. 

The lesions in human beings that were studied 
resemble experimentally produced ascending lesions 
more closely than they resemble experimentally 
produced hematogenous lesions. 


Migliardi, L.: Intravenous Pyelography in Renal 
Tuberculosis (La pielografia endovenosa nella 
tubercolosi renale). Radiol. med., 1932, xix, 451. 


Migliardi reports the findings of intravenous pye- 
lography in twenty-six cases of renal tuberculosis. 
From this study he concludes that it is more or less 
impossible to make a diagnosis of renal tuberculcsis 
solely on the basis of the X-ray findings as the shad- 
ows associated with this disease are often similar to 
those found in other kidney conditions. However, 
the presence of a kidney cavity demonstrable by 
intravenous pyelography may be diagnostic of renal 
tuberculosis. 

Intravenous pyelography should not be substi- 
tuted for the usual clinical diagnostic procedures, 
but should be used to supplement them. Important 
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determinations in the pyelographic examination are 
the size and location of the renal shadows, the differ- 
ence in opacity and appearance time of the pyelo- 
ureteral shadows, the shape of the pelvis, calyces, 
and cavities, and the size and direction of the ureters. 
Intravenous pyelography is of special importance in 
cases of so-called inoperable bladder in which retro- 
grade catheterization of the ureters is impossible. 
In such cases intravenous pyelography associated 
with functional kidney tests gives sufficient informa- 
tion to establish the indications for surgical inter- 
vention. Peter A. Rost, M.D. 


Stuart, G., and Krikorian, K. S.: The Occurrence of 
True Bone With a Renal Calculus. J. Path. © 
Bacteriol., 1932, XXXV, 373- 


It is generally recognized that in the human body 
the presence of bone may often be demonstrated 
elsewhere than in the skeleton. However, bone for- 
mation in the pedicle attachment of a renal calculus 
to the kidney pelvis has been cnly once recorded. 
In 1923 Phemister reported the discovery of such 
bone formation in two cases in which nephrectomy 
was performed. 

The renal calculus in which the authors discovered 
bone formation was found in a case of multiple renal 
calculi associated with pyonephrosis. Chemical 
analysis showed it to consist mainly of calcium 
oxalate and calcium phosphate. Histological exam- 
ination disclosed compact and cancellated osseous 
tissue and a periosteum-like membrane adjacent 
to the compact portion. On higher magnification 
the cancellated bone showed numerous capillaries 
and spaces for fat and marrow cells. ‘The calculus 
had been present in the kidney for at least six vears. 

Jacos S. Grove, M.D. 


Papin, E.: A Study of the Surgery of Renal Lithi- 
asis, with Particular Reference to Conservative 
Methods (Etude sur la chirurgie de la lithiase 
rénal et en particulier sur les méthodes conser 
vatrices). Arch. d. mal. d. reins et d. 
urinaires, 1932, Vi, 403. 


organes génito- 


The author reports a study of 136 cases of renal 
calculi, 129 of which were treated surgically. He 
draws the following conclusions: 

1. In cases of renal lithiasis radical operations 
are much more serious than conservative operations. 

2. Pyelotomy is almost free from mortality. 

3. In contrast to the classical type of neph- 
rotomy, nephrotomy limited to the indications 
found by X-ray studies is equally without risk. 

4. A conservative operation should not be chosen 
when recurrence is almost certain. The low incidence 
of recurrence in cases reviewed was probably due to 
the fact that a radical operation was done in half of 
the cases. 

5. Major advances in the surgery of renal lithiasis 
have been due to the X-ray, improved surgical 
methods of suture and drainage, and improvement 
in the technique of nephropexy. 

FRANK M. Cucnems, M.D. 
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Hunner, G. L.: So-Called Essential Hematurias. 
Are They Chiefly Due to Ureteral Stricture? 
Am. J. Surg., 1932, XVi, 279. 

From an analysis of 200 cases of hematuria the 
author concludes that the most frequent cause of 
renal bleeding is ureteral stricture, and that this 
condition with frequently associated focal infection 
accounts for practically all of the cases in which 
formerly a diagnosis of idiopathic or essential 
hematuria was made. He believes that the bleed- 
ing is brought about by an increase in the intrarenal 
pressure. Intermittent haematurias may be ex- 
plained by intermittent ureteral stasis, the acute 
attack being produced by an acute infection or a 
surgical operation. 

In the 200 cases of hematuria investigated the 
author found 174 strictures of the ureter. In 22 
cases the ureters were not examined because the 
hematuria was obviously of bladder origin or the 
examination was refused. 

The author states that in 662g per cent he ob- 
tained ideal results with no other treatment than 
ureteral dilatation. He therefore questions whether 
the terms “idiopathic” and “essential” as applied 
to hematuria are of practical value. He believes 
they tend to favor inaccurate observations and in- 
correct treatment. He emphasizes that the finding 
of ureteral stricture in association with renal bleed- 
ing does not relieve the diagnostician from the 
responsibility of further study to determine whether 
the stricture and distant focal infection are the 
only factors responsible for the hematuria. 

In the discussion of this report, Lowstry called 
attention to the so-called trophic bladder in women 
which is relieved by glandular therapy. 

RATHBUN stated that Hunner’s work limits the 
diagnosis of idiopathic hematuria to fewer than 5 
per cent of the cases in which it was made formerly. 

STEVENS agreed with Hunner that irrigation of 
the renal pelvis should not be done in stricture cases. 

Dona.p K. Hrsss, M.D. 


BLADDER, URETHRA, AND PENIS 


Le Comte, R. M.: Neoplasms Primary in Bladder 
Diverticula. J. Urol., 1932, xxvii, 667. 

In the literature the author has found the reports 
of forty-one primary neoplasms in diverticula of the 
bladder. He reports a case of his own and reviews 
the cases recorded by others. The ages of the 
patients ranged from forty-eight to seventy-six 
years. In about 77 per cent of the cases, hematuria 
was an outstanding feature. The diagnosis was 
made at operation in twenty-one cases and by 
cystoscopic examination in ten. Of fourteen cases 
in which cystograms were made, a filling defect was 
observed in six. The diagnosis is not difficult if the 
tumor protrudes from the diverticular orifice, if the 
cystoscope can be introduced into the sac, or if the 
tumor can be seen. The presence of a tumor may be 
suspected when blood is observed to come from a 
diverticular opening. 
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In thirty-one of the cases reviewed operation was 
done. In twenty-five it consisted of excision; in 
three, of drainage, in two, of fulguration; and in one, 
of radium implantation. Thirteen of the patients 
treated by excision were reported cured, but the 
longest period of observation was only seventeen 
months. The others died. The longest period of 
survival in the fatal cases was twenty-nine months. 
Death resulted in all cases treated by drainage and 
by radium irradiation. 

The author’s patient was a man fifty-two years ot! 
age who gave a history of hematuria. Cystoscopic 
examination revealed a tumor protruding from a 
diverticular orifice. The diverticulum and tumor 
were excised. On cystoscopic examination six 
months later the bladder was found normal. Patho 
logical examination showed the tumor to be a 
papillary carcinoma of Grade 1 according to Broder’s 
grading of malignancy. Maurice MELtzErR, M.D 


Mathieu, P.: Treatment of Balanic or Juxtabalanic 
Hypospadias (Traitement en un temps de l’hypo 
spadias balanique ou juxtabalanique). J. de chi) 
1932, XXXix, 481. 


The operation described is performed under gen 
eral anesthesia. With the penis turned back on th: 
abdomen and held by forceps, a flap with a broad 
base is traced a little back of the hypospadias open 
ing. The base is made broad enough to insure ; 
good blood supply. As the flap is very elastic, it: 
length need be only a little more than the spac 
which separates the hypospadias opening from the 
end of the glans. The flap is made thick enough to 
include all of the cellular tissue which surrounds 
the corpora cavernosa and spongiosa at this level. 
The incision is continued around the end of the 
hypospadias opening. The slight hemorrhage 
caused by the incision is easily controlled by com 
pression. The incision around the mouth of the 
opening need be only deep enough for the fine 
suture needles to pass through the edges easily. 

The flap is dissected free and turned back over 
the hypospadias opening. Its skin edges are then 
sutured to the bleeding edges of the internal lip 
of the incision around the opening with fine in- 
terrupted silk sutures. The sutures for the two sides 
are of different colors and are brought out through 
the new opening. As the sutures are continued to- 
ward the tip the flap is stretched a little to yield a 
small skin flap which can be turned back a few 
millimeters on the bleeding surface of the flap to 
form the new urethral meatus. The two last sutures 
must be exactly symmetrical to give the new meatus 
a normal shape. The edges of the turned-back flap 
are fixed by a few sutures to the external lip of the 
incision around the opening and to the roots of the 
prepuce. The skin of the penis is then brought 
together in the midline and the two lips are sutured 
together with fine horsehair. 

Recovery is as rapid and smooth as after circum 
cision. The horsehair sutures are removed at the 
end of a week, and the silk sutures come out of them 
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selves or may be removed by slight traction after 
about two weeks. The esthetic result is very satis- 
factory. The prepuce may be removed if this is 
desired, but its removal is not necessary. 

The author has performed the operation on forty 
patients from two to twenty-six years of age. He 
has never known the flap to become gangrenous. 

The steps in the operation are shown in illustra- 
tions. Aubrey Goss Morcan, M.D. 


GENITAL ORGANS 


Muschat, M.: The Pathological Anatomy of Tes- 
ticular Torsion; An Explanation of Its Mecha- 
nism. Surg., Gynec. & Obst., 1932, liv, 758. 

Torsion of the spermatic cord constricts the blood 
vessels and if not corrected immediately leads to 
gangrene of the testicle and its adnexa. It may be 
intravaginal or extravaginal. In the majority of 
reported cases of extravaginal torsion the condition 
was a complication of undescended testis. ‘The author 
therefore believes it was due to pressure rather than 
torsion. According to Young, extravaginal torsion 
results from a severe external force which tears the 
undescended testical from its scrotal attachment. 

In the normal scrotum the strong attachment 
between the testicle and the epididymis and the 
attachment of the epididymis to the inner wall of 
the scrotum render it almost impossible to rotate 
the testicle after the vaginal sac is opened. 

In the normal scrotum the posterior aspect of the 
epididymis is outside of the vaginal sac and _ be- 
comes attached to the inner wall of the scrotum. 
In cases of torsion, the vaginal sac completely sur- 
rounds the testicle and epididymis and part of the 
spermatic cord above the testicle. The abnormalities 
outlined by Meltzer may be explained by early high 
investment of the testicle, epididymis, and cord. 

To determine the force which causes torsion, the 
author studied serial sections made from tissue ob- 
tained eighteen hours after the onset of torsion. 
These sections were mounted and placed under a 
drawing microscope. The connective tissue was 
stained blue and the muscle red. The drawings 
were transferred to glass plates and the plates 
placed on top of each other so that the spermatic 
cord with its twist was reconstructed. The topog- 
raphy of the cremasteric muscle was transferred to 
a rubber cord which was twisted in the same way 
as the spermatic cord. When the rubber cord was 
untwisted the cremaster appeared in the form of a 
broad band-like spiral. 

The relative topography of the cremaster is 
changed because of the high investment of the 
spermatic cord. Fibers are carried into the vaginal 
sac to the lower end of the spermatic cord. A strong 
contraction of the muscle will rotate the testicle, 
epididymis, and cord. 

The author believes that the main factor in tor- 
sion is high investment of the testicle, epididymis, 
and cord, which permits the cremaster muscle to 
be carried into the sac. CLAupE D. PickrELL, M.D. 


Hepler, A. B.: The Surgery of the Undescended 
Testes. A Modified Torek Operation. Il'es/. /. 
Surg., Obst. & Gynec., 1932, xl, 286. 

The recent work of Moore and of Wangensteen 
has revived interest in the undescended testicle. In 
a series of experiments carried out by Wangensteen 
on adult dogs one testicle was placed in the abdomen 
and the dogs were sacrificed after periods ranging 
from a few days to several months. It was found 
that within a few days a marked degeneration of the 
germinal epithelium occurred. After a few months 
the seminiferous tubules were lined by a single layer 
of Sertoli cells. 

In another series of experiments on adult dogs 
carried out by Wangensteen both testicles were 
transplanted and after varying intervals of time one 
testicle was removed for examination and the other 
replaced in the scrotum. If the testicle was replaced 
within four weeks, regeneration of the germinal 
epithelium occurred. After three months the power 
to regenerate was lost. The regeneration was less 
complete if the testicle retracted to the lower end 
of the inguinal canal. When the same procedure 
was carried out on pups there was no difference in 
the transplanted testicle and the control. Therefore 
in the prepuberty testicle an abnormal position 
caused no changes. 

Moore demonstrated that the testicle is thermo- 
sensitive as well as radiosensitive. Exposure of the 
dog’s scrotum for two hours to 45 degrees of heat 
produced degenerative changes. In a ram, aspermia 
was caused by covering the scrotum with a heavy 
woolen cover. 

Between the temperature of the abdomen and 
the temperature of the scrotum there is a difference 
of from 3 to 4 degrees C. The scrotum is a heat- 
regulating organ. 

The findings of the investigations cited show that 
the prepuberty undescended testicle is potentially a 
good testicle. Spermatogenesis will follow if it is 
properly placed in its correct position. Orchidopexy 
is best performed between the ages of six and ten 
years. 

The adult undescended testicle is aspermatic be- 
cause of the constantly higher temperature to which 
it is exposed. 

For successful results from orchidopexy the cord 
must be of sufficient length for the testicle to be 
placed in the bottom of the scrotum without ten- 
sion, the blood supply must be preserved, and the 
testicle must be kept in place. 

The usual operation is that of Bevan. In this 
procedure the processus vaginalis and fascial cover- 
ings of the cord are removed, the vas and vessels 
are separated, and a pursestring suture is placed 
at the neck of the scrotum to prevent the testicle 
from retracting. 

The work of Fecher showed that retraction is due 
to the elasticity of the vas. The pursestring suture 
used in the Bevan operation prevents retraction 
into the inguinal canal, but it anchors the testicle 
in an unfavorable position. 
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The operation described by Torek in 1909 has 
been used by the author, with slight modifications, 
with very good results. To guard against retrac- 
tion, the testicle is brought out through an opening 
in the lower end of the scrotum and sutured to the 
fascia on the inner side of the thigh. Hepler uses 
the severed gubernaculum instead of the tunica 
albuginea to fix the testicle. Unnecessary trauma is 
avoided. The testicle is released after three or four 
months. If the condition is bilateral, the operation 
is then performed on the other side. The technique 
is described in detail. 

During the past year the author has performed 
this operation in twelve cases with satisfactory re- 
sults. CLAUDE D. PickRELL, M.D. 


MISCELLANEOUS 


Cilento, M.: Eosinophilia in States of Retention of 
Urine (Eosinofilia negli stati di ritenzione d’urina). 
Arch. ital. di urol., 1932, viil, 401. 

Cilento briefly reviews the conditions causing an 
increase in the eosinophilic leucocytes in the blood 
and reports clinical and experimental observations 
concerning the eosinophilia associated with states of 
urinary retention. 
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The eosinophilia associated with adenomata of 
the prostate is more marked the greater the urinary 
retention. Simple decompression of the bladder re 
duces it. If the adenoma of the prostate is not 
removed the eosinophilia persists, presumably as a 
reaction to the toxic products excreted by the 
tumor. 

Eosinophilia is associated also with urinary re 
tention from causes other than prostatism. In dogs 
an eosinophilic leucocytosis may develop after the 
production of an experimental hydronephrosis. In 
these animals there is probably resorption of the 
stagnant urine due to an alteration of the kidney 
parenchyma and pelvo-ureteral walls. The eosino 
philia is most marked from thirty to sixty days afte: 
ligation of one ureter, a time when the resorption 
of urine is at the maximum and uremia is slowly 
supervening. 

In the septic hypernephroses hypereosinophilia 
fails to occur either because of a negative chemo 
taxis of the bacterial toxins or failure of absorption. 
In the presence of infection the kidneys are in a phase 
of degeneration and sclerosis which materiall, 
hinders absorption of the stagnant urine. Therefor: 
a septico-toxamia rather than a true uremia results. 
PETER A. Rosi, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Maxwell, J. P., Hu, C. H., and Turnbull, H. M.: 
Fetal Rickets. J. Path. & Bacteriol., 1932, xxxv, 
410. 

The authors report the case of rickets in a child 
who died sixty-five hours after birth. The mother, 
a Chinese woman, had a typical osteomalacic 
pelvis. The child was delivered by cesarean sec- 
tion. At birth it presented overlapping of the cra- 
nial sutures, a marked rachitic rosary, and Har- 
rison’s grooves. 

There was a disturbance of endochondral ossifica- 
tion with incomplete and focal provisional calcifica- 
tion and irregular and incomplete invasion of 
cartilage cells by vessels and osteogenic tissue char- 
acteristic of fetal rickets. 

These disturbances of endochondral ossification 
are found also in congenital syphilis and Barlow’s 
disease (infantile scurvy). However, in Barlow’s 
disease the occurrence of provisional calcification 
in all vascularized portions of the cartilage and the 
excessive accumulation of such calcification effect 
a difference in the disturbance of endochondral 
ossification. In congenital syphilis calcification 
ceases in parts of the cartilage, but continues at 
other levels together with endochondral ossifica- 
tion, and there is a necrosis of the cartilage cells 
caused by toxins of the spirochetes. 

The authors conclude that fetal rickets cannot be 
differentiated from osteomalacia. 

Rupovpu S. Reicu, M.D. 


Williams, H. W.: Multiple Myeloma of Bone. A 
Report of Two Cases, With Remarks on the 
Histogenesis. Am. J. Cancer., 1932, xvi, 540. 


Seeking support for his theory that multiple mye- 
lomata are derived from cells in bone marrow which 
are normally concerned with bone resorption, the 
author made histological studies in two cases of 
multiple myeloma coming to autopsy. 

The first case was that of a man fifty-six years of 
age whose symptoms consisted chiefly of pain radi- 
ating from the back around both sides to the front 
of the chest. The body of the sixth thoracic vertebra 
showed compression with kyphosis of the spine at 
this level. Later roentgenograms disclosed round, 
punched-out areas in the skull, pelvis, and leg 
bones. At autopsy these areas were found to be soft 
grayish-white tissue which completely replaced the 
bone. The body of the sixth thoracic vertebra was 
easily sectioned with a knife. The cut surface was 
red. All of the other vertebra were soft. The 
femoral bone marrow was devoid of fat. Scattered 
through it were islands of grayish-white tissue. 
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On microscopic examination these areas were found 
to be composed of oval cells with a round, eccentric- 
ally placed nucleus and a prominent nucleolus. The 
chromatin had a vesicular character due to fine 
threads. There were no definite boundaries to the 
tumors. Myelocytes were not numerous. In the 
rib tumors, cells identical with those in the femur 
were found. In the collapsed vertebra the general 
picture was that of repair tissue, but typical tumor 
cells were found near the vertebral disks. Tumor 
nodules in the other vertebra also showed the cells 
described. There was no evidence of osteoclastic 
resorption; the bone cells looked viable. 

The second case was that of a man forty-seven 
years of age who complained of pain in the neck. 
Death followed the development of pneumonia. At 
autopsy the second cervical vertebra was found 
completely replaced by soft, grayish-pink tissue 
without invasion of the cord or other surrounding 
tissues. The tumor tissue contained oval cells with 
round eccentric nuclei like those in the first case. 

According to an early theory, myelomata are 
derived from the plasma cell, as the cells found in 
the tumors resemble the plasma cell. Because of the 
multiple origin of the lesions, however, this histo- 
genesis would require the presence of plasma 
cells in all bone marrow, a condition which is not 
generally believed to occur. Moreover, the plasma 
cell does not possess the property of resorbing bone 
which is credited to the tumor cells. 

The theory that myelomata are of myelocytic 
origin is based on morphological characteristics 
alone. 

The diffuse and extensive bone destruction present 
in cases of myeloma suggests that the myeloma cell 
is the most potent bone destroyer of all cells found 
in all bone tumors or tumors forming bone metas 
tases. The cells are almost identical in morphology 
with osteoblasts. The latter are always present in 
old bone marrow and are fixed cells. However, 
the function of the osteoblast is still uncertain. 
According to some, this cell is capable of bone 
destruction as well as bone formation. 

The author concludes that while it has not been 
proved that the osteoblast is the cell of origin, there 
is as much evidence in support of this theory as for 
the theory that the plasma cell or myelocytic cell is 
the primary cell. WILitAm ArtHUR CLARK, M.D. 


Seeur, R.: Osseous Endothelioma or Ewing’s Sar- 
coma (L’endothéliome osseux ou sarcome d’ Ewing). 
Rev. d’ortho p., 1932, XXXix, 197 

Among the bone sarcomata, round-cell and poly- 
hedral-cell forms have been recognized for a long 
time. In 1921 Ewing called attention to a definite 

type of round-cell sarcoma of bone with not only a 





35° 


definite histological structure, but also characteristic 
clinical symptoms, roentgen-ray appearance, and 
radiosensitivity. 

In various series of cases of bone tumors studied 
the incidence of this tumor ranged from 6 to 11 per 
cent. The neoplasm is most frequent between the 
tenth and fourteenth years of age. 

The onset is usually insidious and may be pre- 
ceded by trauma. The early symptoms are deep 
pain indefinitely localized, slight swelling, and red- 
ness and warmth of the surface. At this stage the 
condition is often mistaken for acute osteomyelitis, 
but the roentgenograms are negative and the leuco- 
cyte count is low. If operation is performed the 
bone tissue is found to be soft and granular. In the 
presence of this picture the surgeon should not 
fail to have the tissues examined microscopically at 
once. Metastases are formed slowly in other bones, 
the lungs, or elsewhere. The base of the skull and 
the vertebr are frequent sites for metastases. 

During the first six months the roentgenogram 
will probably show nothing. The characteristic 
picture is that of irregular, diffuse absorption of the 
bone and fusiform enlargement of the shaft. The 
condition is easily differentiated from osteogenic 
sarcoma, but is not so easily differentiated from 
osteomyelitis. The terminal picture is that of mas- 
sive destruction of the bone. 

On macroscopic examination the growth is found to 
be diffuse, occupying first the entire medullary canal 
and later eroding the cortex and perforating into 
the soft tissues. On low magnification the cells 
appear round. They lie in layers and have deeply 
stained nuclei. On high magnification the nuclei 
appear round or oval, mitosis is found to be moder- 
ate and the cell walls indefinite. The cells surround- 
ing the capillaries may form rosettes or alveoli. 
Unlike osteogenic sarcoma, there are no giant 
cells, large nuclei, or bone formations. 

According to Ewing, the cells originate from the 
perilymphatic and perivascular endothelium. This 
accounts for the diffuse character throughout the 
marrow. The occurrence of reticular, diffuse, and 
vascular subtypes has been suggested, but the same 
tumor may present all of these structural types, 
depending upon where the section is cut. 

In the diagnosis the tumor is easily differentiated 
from giant-cell tumor, myeloma, and metastatic 
growth. Syphilis may be ruled out by serological 
tests, and tuberculosis by the history. The neo- 
plasm may be distinguished from the osteogenic 
sarcoma by its diffuse character, diaphyseal location, 
and radiosensitivity, and from chronic osteomyelitis 
by the absence of bacteria, the presence of char- 
acteristic cells in biopsy specimens, and the absence 
of sequestra and metastases. 

In one series of cases on record a five-year cure 
was obtained in 18 per cent, and in another series, 
in 15.3 per cent. 

It is generally agreed that the most effective 
treatment for Ewing’s tumor is deep radiotherapy, 
but this must be given in sufficient doses and must 
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be repeated at the least sign of recurrence. Metas- 
tases must not be overlooked. Prophylactic irradi- 
ation should be given to the lungs. Curettage must 
be strictly avoided. 

The author reports three cases of Ewing’s tumor. 
The first was that of a girl five years old who had 
pain in the heel which caused limping. Six months 
after the onset of the symptoms the roentgeno 
gram showed rarefaction in the os calcis. Radium 
treatment was given. Metastasis occurred to the 
humerus. Two years after the onset of the con 
dition considerable improvement was noted, but 
death resulted two years later from metastases. It 
is thought that the initial radium treatment (27,000 
mc.-hr. in six weeks) was insufficient. 

The second case was that of an eight-year-old 
boy who had a swelling of the forearm following a 
fall. Operation revealed a soft elastic tumor of thx 
ulna and roentgen examination disclosed diffuse 
thickening. The diagnosis was confirmed at autops) 
a year later. The treatment was inadequate. 

The third case was that of a boy nine years old 
who developed acute pain in the heel with fever. 
Roentgen examination showed absorption of the os 
calcis. Curettage and drainage were followed by 
healing of the wound, but as roentgen examination 
a year later showed persistence of the lesion in the 
bone, radiotherapy was given. Metastases occurred 
to the neck of the femur, the skull, and the lungs 
Autopsy disclosed involvement of both femora and 
humeri, one tibia, the vertebre, and the ilium. The 
treatment in this case also was considered inade 
quate. WILLIAM ARTHUR CLARK, M.D. 


Dragstedt, C. A., and Kearns, J. E., Jr.: Experi- 
mental Study of Bone Repair: The Effect of 
Thyroparathyroidectomy and of the Adminis- 
tration of Parathormone. Arch. Surg., 1932. 
xxiv, 893. 

An experimental study on 110 femora of dogs 
showed the rate of repair of a 2- to 3-cm. defect 
of the anterior surface to be reasonably constant 
during health but somewhat retarded by sickness 
After thyroparathyroidectomy healing was dei 
initely delayed, but was retarded less and went on 
to completion if calcium was administered to main 
tain the blood-calcium level at nearly normal. The 
parathyroid hormone did not seem to be necessary 
In the cases of several dogs the administration o! 
parathormone was followed by the very early de 
posit of calcium in the callus, but the time of com 
plete healing was not changed. When the parathor 
mone was given in reasonably large amounts, im 
pairment of healing was observed, but as the dogs 
so treated frequently had bloody diarrhova and loss 
of appetite the interpretation of the results was 
complicated. Parathormone will probably not 
facilitate bone repair except in cases in which there 
is parathyroid deficiency. Thyroid deficiency un 
complicated by parathyroid deficiency did not 
delay the healing of a bone defect. 

WALTER P. Biount, M.D. 
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Giuliani, G.: Connective Tissue and Endochondral 
Ossification Produced Experimentally (Ossifi- 
cazione connettivale ed ossificazione encondrale 
ottenute sperimentalmente). Arch. ital. di chir., 
1932, Xxxi, 268. 


The author carried out experiments on rabbits to 
determine the difference in new bone formation in 
the kidney when the artery or vein is ligated. 

Up to the fifth day in both groups of animals 
tricalcium phosphate (the principal constituent of 
bone) was formed, whereas in the normal kidney 
there is monocalcium and bicalcium phosphate. 
Quantitative analysis of kidneys in which the vein 
was ligated revealed a direct relationship between 
the progressive increase of the calcium, up to satur- 
ation, and the duration of the experiment. The 
calcium increased far more than the phosphoric 
acid, and the excess of calcium formed combinations 
with other acids, notably carbonic acid, with which 
it formed calcium carbonate. 

From the histological point of view, ligation of 
the vein produces connective tissue bone, whereas 
ligation of the artery produces a type of endochon- 
dral ossification. Under the former conditions there 
is stasis, and under the latter ischemia. In the first, 
the ossification takes place in a vast venous plexus, 
whereas in the second the development of the long 
bones is accompanied by a relative ischamia. 

Enchondroses of the fingers and femur and exos- 
toses of the mandible, cranium, and periosteum may 
be shown histologically to represent ossification of 
either the endochondral or the connective tissue 
type. The former requires ischemia and the latter 
stasis, two conditions which may be of etiological 
importance. A. Louts Rost, M.D. 


Davis, J. S., and Finesilver, E. M.: Dupuytren’s 
Contraction, with a Note on the Incidence of 
the Contraction in Diabetes. Arch. Surg., 1932, 
XXIV, 933. 

This report is based on a review of the literature, 
forty cases of Dupuytren’s contraction heretofore 
unreported, and six cases found among 200 diabetic 
patients. 

The condition is a permanent flexion of one or 
more fingers due to contraction of the palmar apo- 
neurosis and its digital prolongations. It is a focal 
hypertrophy of the connective tissue originating in 
the walls of the smallest vessels. 

The authors review the surgical and microscopic 
anatomy and describe the function of the palmar 
aponeurosis. 

Of the four main theories as to the cause of Du- 
puytren’s contraction, one attributes the condition 
to external influences such as repeated trauma to the 
palm; another, to constitutional factors and heredity; 
the third, to constitutional predisposition plus trau- 
ma; and the fourth, to miscellaneous factors. 

Of the authors’ patients, nine believed that the 
contraction was due to trauma, but this was diffi- 
cult to prove. A traumatic origin seems to be ruled 
out by the following facts: 
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1. The usual age of onset is after middle life, 
many years later than the beginning of the period of 
active labor. 

2. The involvement is often bilateral. 

3. The contraction is not limited to persons doing 
manual labor. 

4. The left hand is affected about as frequently 
as the right hand, and the ring and little fingers are 
much more frequently affected than the radial half 
of the hand which bears the brunt of manual labor 
to an equal, if not a greater, degree. 

5. The condition is much less common than 
trauma to the hand. 

The theory that the contraction is a manifestation 
of a constitutional condition such as gout or rheuma- 
tism has been widely accepted. However, in the 
authors’ cases the incidence of gout or rheumatism 
was only to per cent. 

Some believe that there is a marked agreement 
between arthritis deformans and Dupuytren’s con- 
traction as both conditions frequently begin in 
youth, may remain latent for a long period, and 
during a long life may not progress far enough to 
cause pronounced deformity of the joints or marked 
contraction of the fingers. Of the authors’ cases, 
arthritis deformans was present in only one. 

A review of the literature seems to indicate that 
in certain families there is a predisposition to Du- 
puytren’s contraction. In a study of one such 
family Sprogis traced the condition through three 
generations, finding it in seventeen of fifty-three 
persons. Only two of the subjects were women. 
Of the authors’ patients, five gave a family history 
of the condition. 

The authors quote Schubert as stating that a 
direct connection between injury affecting the palm 
and the development of true Dupuytren’s contrac- 
tion has not yet been definitely proved. In expert 
testimony concerning accidents, a direct relation 
should usually be rejected. However, in predisposed 
persons, an injury may cause the full development of 
a clinically symptomless Dupuytren contraction. 

Schubert is of the opinion that the constitutional 
tendency toward Dupuytren’s contraction may be 
congenital. The authors believe that congenital 
contractions of the fingers are in no way related to 
Dupuytren’s contraction. In support of their opinion 
they cite the following facts. 

1. While the former are congenital, the latter 
generally occurs during adult life. 

2. Congenital contractions usually develop in fe- 
males, whereas Dupuytren’s contraction is most 
common in males. 

3. In congenital contractions the central portion 
of the palmar fascia and its lateral prolongations 
are never involved. ‘Therefore the first phalanx is 
hyperextended rather than flexed. 

4. Incongenital contractions the skin is atrophied, 
but is seldom indurated and lumpy asin Dupuytren’s 
contraction. 

The authors conclude with Nichols that Dupuy- 
tren’s contraction is of idiopathic origin; that it is 
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most apt to occur during middle age and the senile 
period; and that hereditary influences must be con- 
sidered a factor in its development. They state that 
there is no one known constitutional disease with 
which it is exclusively associated or of which it is a 
manifestation. It does not appear to be caused 
specifically by local irritation or traumatism, al- 
though these factors as well as local and constitu- 
tional pathological conditions may at times have an 
exciting or contributing influence. 

The authors describe the histological changes and 
the clinical course of the condition. 

According to their experience, the contraction 
occurs more frequently in persons with diabetes 
than in persons with other diseases. 

In general, the methods of treatment may be 
divided into the following four types: 

1. Non-operative treatment. 

2. Simple division or subcutaneous division of 
the contracted fascial bands. 

3. Excision of the palmar fascia with closure of 
the skin. 

4. Excision of the skin and palmar fascia with 
skin grafting or flap shifting to fill the defect. 

The authors believe that when the local and 
general conditions warrant it, excision of the palmar 
fascia with closure of the skin is the procedure of 
choice. They give a very detailed description of the 
different types of treatment and review their own 
experience with each. H. Earce ConweE tt, M.D. 


Bisgard, J. D.: Arthritis of the Cervical Spine: 
Some Neurological Manifestations. J. Am. M. 
Ass., 1932, XCViii, 1961. 

Bisgard states that arthritis of the spine may be 
a part of a general process including one or more 
joints of the extremities or may be limited to the 
vertebral column. The spinal involvement may be 
confined to certain segments such as the cervical 
or lumbar spine and not infrequently to only two or 
three vertebra. The localization of the process to 
the bodies of the fifth, sixth, and seventh vertebre 
in the majority of cases of cervical arthritis is of 
interest. This localization may be explained by the 
assumption that these segments suffer greater func- 
tional trauma. 

Of the cases studied by the author, 58 per cent 
presented X-ray evidence of hypertrophic arthritis 
of the spine. Sixty-seven per cent of the men and 
40 per cent of the women showed such evidence. 

Goldthwait and Baber commented on the slight- 
ness or absence of symptoms in the presence of 
extensive pathological changes. Similarly, Nissen 
has observed that the condition may be latent for 
years until symptoms are precipitated by trauma, 
strain, or fatigue. 

The author discusses the headaches, symptoms 
localized to the neck, pain radiating into the arms, 
numbness and paresthesia of the arms, and efferent 
(motor) disturbances. 

The differential diagnosis of arthritis of the 
cervical spine involves a consideration of a large 


INTERNATIONAL ABSTRACT OF SURGERY 





group of intrinsic lesions of the central and periph- 
eral nervous systems, certain general and visceral 
disease processes, and such conditions as arthritis of 
the shoulder and other joints of the arm, subdeltoid 
bursitis, cervical rib, and various lesions of the 
cervical vertebre including tuberculosis, fractures, 
dislocations, new growths (primary and metastatic), 
osteomalacia, osteomyelitis, and actinomycosis. 
The diagnosis is rendered difficult by the frequent 
occurrence of extensive vertebral arthritis without 
symptoms in persons past middle life. 

The present methods of treating radiculitis result- 
ing from cervical arthritis are generally conceded to 
be very unsatisfactory. However the therapeutic 
measures applicable to arthritis in general are bene- 
ficial. Considerable relief of the symptoms is 
afforded by immobilizing the cervical spine for 
several weeks in a Thomas collar with short periods 
of stretching (traction) each day. Bisgard recently 
described a device for the effective application of 
these principles. 

Roentgen irradiation of the spine in repeated 
small doses has proved definitely beneficial in many 
cases. Pfender has reported excellent results and 
attributes them to the decompression resulting 
from the action of the rays on the connective tissue 
surrounding the nerve roots in the intervertebral 
foramina. Among indications demanding special 
treatment are the prevention of overstretching of 
paralyzed muscles and of contracture deformity. 

The author analyzed the symptoms in 60 cases of 
arthritis of the cervical spine which constituted 15 
per cent of all cases of arthritis of undetermined 
etiology studied over a period of four years. 

Ten illustrative case histories emphasize the com 
plete or relative latency of subjective and objective 
evidence of the primary lesions of vertebral arth- 
ritis as compared with the major manifestations due 
to the nerve roots which are involved secondarily. 

In general it may be said that arthritis of the 
cervical spine manifests itself by signs and symp 
toms remote in respect to the spine. Radiculitis 
may involve any group of nerve fibers contained in 
a nerve root, that is, somatic and sympathetic, 
motor and sensory, and the symptoms may reflect 
evidence of irritation or complete or partial loss of 
function. The symptoms are frequently elusive 
and may simulate those of many visceral, cere 
brospinal, local, and general disease entities. 

Puitre Lewin, M.D. 
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Eckhoff, N. L., and Northfield, D. W. C.: The 
Results of Treatment of Injuries About the 
Elbow. Proc. Roy. Soc. Med., Lond., 1932, XXV, 999. 


Follow-up examinations were made of eighty 
eight in-patients and fifty-nine out-patients who 
were treated at Guy’s Hospital, London, for fracture 
or dislocation near the elbow. In the in-patients, 
who were the more seriously injured, the results 


























were less satisfactory than in the out-patients. Of 
forty-seven in-patients who were treated by open 
operation, good results were obtained in thirty- 
three, and of forty-one treated by closed reduction, 
good results were obtained in twenty-five. Of the 
fifty-nine out-patients, good results were obtained 
in fifty. 

In the in-patient cases, the best results were ob- 
tained in fracture of the olecranon, internal epi- 
condyle, supracondylar, and capitellum, in the order 
named. 

Of the out-patient cases, good results were ob- 
tained in 85 per cent of those of supracondylar 
lesions, 66 per cent of those of lesions of the internal 
epicondyle, 75 per cent of those of lesions of the 
head of the radius, and 100 per cent of the others. 

WILLIAM ARTHUR CLARK, M.D. 


Massabuau and Guibal: Progressive Correction of 
Vicious Deformity in the Volkmann Syndrome 
(Le redressement progressif intégral de l’attitude 
vicieuse dans le syndrome de Volkmann). Rev. 
@’orthop., 1932, XXXiX, 239. 

The authors have perfected an adjustable splint 
which is a modification of the splints of Mommsen 
and Michel for gradual correction of the contractures 
of the fingers following Volkmann’s ischemic par- 
alysis. While the original splints consisted of stiff 
wires embedded in a plaster cast on the forearm and 
extending in wide circles on each side of the hand, 
the author’s splint is made of steel and leather, 
extends above the elbow, and has large wire rings 





Fig. 1. Simultaneous preliminary straightening of the 
four last fingers. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 





Fig. 2. Individual straightening of the five fingers at 
one time which is rendered possible by the preliminary 
action of the roll. 


easily adjustable at the hand which permit its use 
on more than one patient. 

One ring is on the palmar side and the other on 
the dorsal side. Extension of the fingers is obtained 
by means of non-elastic cords from the finger tips 
to the dorsal ring, and counter-extension by cords 
from the knuckles and wrist to the palmar ring. 
The rings may be moved independently to obtain 
different angles and distance from the hand and 
different directions of rotating force for the cor- 
rection of pronation contracture. The latter is 
made possible by a sort of ratchet mechanism at 
the wrist. 

The splint can be adjusted to all positions of the 
fingers, wrist, and forearm. Non-elastic cords have 
been found better than elastic cords. The finger 
attachments are made by means of aluminum bands 
curved to fit the finger, and the distal ends of the 
extension cords are hooked into small hcles in the 
wire ring. WILtrAM ARTHUR CLARK, M.D. 


Lexer, E.: Substitution of the Flexor Tendons of 
the Fingers (Ersatz der Fingerbeugesehnen). 
Deutsche Ztschr. f. Chir., 1931, ccxxxiv, 688. 

The author first calls attention to the difficulties 
which hinder the return of function following sub- 
stitution of the flexor tendons of the fingers. The 
most important are unfavorably located incisions 
made for phlegmonous processes and the scars of 
traumatic wounds, the formation of a cicatricial bed 
as the result of extensive and long-continued suppu 
ration, adhesions to the surrounding tissues, un- 
satisfactory after-treatment, destruction of the 
lumbricales and intermediate muscular system with 
resulting flexion contracture of the terminal pha- 
lanx, loss and insufficient repair of the transverse 
ligaments, and loosening of the sutures in the ten 
don or of the attachment to the terminal phalanx. 

As the result of attempts to overcome these diffi- 
culties the author has completely changed his 
method of tendon repair. In the first place he has 
given up entirely the free implantation of a trans- 
plant into the defect in the flexor tendon. Instead, 
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he now fills the defect by sliding forward the central 
stump of the tendon which he cuts through obliquely 
within its muscular attachment in the forearm. In 
cases of complete loss of the flexor tendons the 
difficult replacement of both the superficial and deep 
tendons has been abandoned for some time. As the 
results have been just as good when only one tendon 
to the terminal phalanx is replaced, it appears 
necessary to use only the superficial tendon. It is 
possible to find the tendon through a relatively 
small incision and to free it from its cicatricial bed 
so that after section of its muscular insertion it may 
be displaced sufficiently for the purposes of repair. 

No less important is the attachment at the 
terminal phalanx. The usual methods of fastening 
are not suflicient; either the stump later tears loose 
or too close and firm suturing leads to necrosis of 
the tendon stump. The surest method would con- 
sist in encircling the bone with the tendon in the 
form of a loop. However, this cannot be done 
because the space between the joint and the nail 
bed is too narrow. The author therefore perforates 
the bone with a drill and then passes the tendon 
through the hole to the dorsal surface of the 
fingers and fastens it to the aponeurosis of the 
extensor tendon. When the terminal phalanx is 
very small the tendon may be split up and sutured 
to the periosteum on each side. 

A third problem is the prevention of adhesions. 
Adhesions form because the free transplant must 
obtain its nourishment from the surrounding tissues. 
At first they are delicate, but they become too firm 
unless passive and active movements are begun 
early. When the finger motion becomes limited by 
the formation of adhesions, after an initial period 
of satisfactory progress in mobilization, it is best 
to desist from attempts at mobilization for a few 
weeks until the cicatrizing process has come to a 
standstill and then to operate. At operation the 
scar tissue should be removed as thoroughly as 
possible and the tendon then encased in some 
material which will prevent the formation of new 
adhesions. Of the material from living sources, the 
author recommends for this purpose a portion of 
the saphenous vein or strips of bursal serosa. 
However, it is simpler to use the parchment pre- 
pared according to the Lange-Pitzen method or the 
prepared ox serosa which is sold under the name 
*‘plastron.” 

Also of importance is the repair of the transverse 
ligaments. At first the author believed this to be 
unnecessary. In a few instances he left scar tissue 
in the transverse folds of the finger to serve as a 
substitute for the transverse ligament, but the 
results were unreliable. Therefore, after healing of 
the tendon plasty and the attainment of good 
mobility, he now replaces the transverse tendon 
by surrounding the bone with a piece of tendon and 
fascia or strips of skin. The most reliable repair of 
the transverse ligaments is obtained when the work 
can be done before the repair of the tendon. 
ZILLMER (Z). 
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Putti, V., and Scaglietti, O.: Technique of Apophy- 
sectomy in Sacralization of the Fifth Lumbar 
Vertebra (Tecnica dell’ apofisectomia nella sacraliz- 
zazione della quinta vertebra lombare). Chir. d 
organi di movimento, 1932, XVii, 32. 


In a review of the literature Putti found the 
descriptions of four methods of apophysectomy, 
namely, those of Bonniot, Wertheimer, Van Neck, 
and Babbini. A critical study of these methods led 
him to condemn Bonniot’s method because oj 
inadequate exposure of the operative field and a 
number of alleged failures following its use. ‘The 
other procedures are objectionable because the in 
cision traverses a large mass of muscular tissuc 
difficult to dissect and containing many important 
vessels or is of such a character as to prevent partia! 
resection of the crest of the ilium for complete re 
moval of the transverse apophysis. 

In 1927 Putti performed an apophysectomy on a 
girl twelve years of age according to the technique 
advocated by Bonniot. Three months later the 
patient returned to the Rizzoli Clinic with recur 
rence of all of her symptoms and the sacralized fifth 
lumba: apophysis even more pronounced than before 
the operation. As the result of this failure, Putti 
undertook studies for the development of a ney 
technique. The details of the new procedure may be 
summarized briefly as follows: 

The sites of the second and fifth lumbar transverse 
processes are determined and marked on the skin 
with silver nitrate. The patient lies in ventral! 
decubitus in a slightly reversed Fowler position and 
with overcorrection of the normal lumbar lordosis 
The surgeon stands on the side of the sacralizec 
process. A skin incision from 14 to 16 cm. long is 
made slightly lateral to the midline of the spin 
from the second lumbar vertebra to the base of the 
fifth lumbar vertebra and from there obliquely down 
ward and laterally for a distance of from 4 to 6 cm. 

Following incision of the aponeurosis of thi 
lumbosacral region the lumbosacral fascia and th: 
long erector spine group of muscles are separate: 
from the bony spine and retracted during the 
operation. The lower end of the incision with its 
external deviation is then extended to the bon) 
layer and a portion of the upper part of the ilia: 
crest 4 or 5 cm. long and 2 or 3 cm. wide is resected 
Removal of this crest is particularly important i) 
adults, in whom the fifth lumbar apophysis is mor 
deeply situated than in adolescents. The techniqu 
described permits complete exploration of the fifth 
transverse apophysis also in cases of pelvic deformit 
such as tilted pelvis and spondylolisthesis. The re 
section of the iliac crest is done subper‘osteally. 

The surgical field having been enlarged at th: 
resected iliac crest, the fifth lumbar vertebra | 
located by palpating for the first free transvers: 
process nearest the crest. Immediately distal to th: 
free fourth transverse process is the sacralized por 
tion of the fifth apophysis fused to the ala of th: 
sacrum. All muscular and tendinous insertions t: 
the fourth and fifth lumbar vertebre are well freed. 
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On completion of the necessary anatomical orien- 
tation with regard to the fourth and fifth transverse 
processes the sacralized apophysis is removed with 
an osteome. Care is taken in desacralizing the 
apophysis to prevent trauma to the lumbar nerves 
situated under the transverse process and lying 
upon the anterior fibers of the iliopsoas muscle. It 
is of paramount importance to remove a suflicient 
amount of bone to prevent resacralization. 

After the resection of the apophysis the iliac 
fragment with its muscular attachment is replaced 
in its original anatomical position and fixed with 
chromic catgut. The sacrolumbar tissues are then 
returned toward the midline and fixed to the 
lamine and spinous processes of the vertebre with 
a few catgut sutures. The pelvico-lumbar region is 
then immobilized in a cast. 

The immobilization is continued for two or three 
months or longer. Early mobility of the sacrolumbar 
structures may stimulate dangerous osteogenic re- 
actions with re-formation of the apophysis and 
resacralization. 

The author reports two cases which he operated 
upon according to this technique. The first case 
was that of a woman twenty-eight years of age 
who complained of pain and tenderness over the left 
sacrolumbar region and distinct limitation of mo- 
tion. The roentgen-ray findings were those of an 
advanced sacralization of the left transverse process 
of the fifth lumbar vertebra to the ala of the sa- 
crum. The Putti apophysectomy was followed by 
complete relief of all symptoms. 

The second case was that of a man twenty-seven 
years of age who complained of intense and con- 
tinuous pain in the left lumbar region and atrophy 
of the left thigh, and finally became bedridden. 
Roentgen-ray examination revealed lumbar scoliosis 
with unilateral sacralization of the left fifth lumbar 
apophysis. Apophysectomy was followed by the 
application of a cast. The patient died a few days 
after the operation, evidently from cardiac insuffi- 
ciency. S. L. GovERNALE, M.D. 


Leriche, R.: Painful Amputation Stumps (Les dou- 
leurs des moignons d’amputation). Presse méd., 
Par., 1932, xl, 869. 

Persons with painful amputation stumps form a 
tragic group. They find their manifold complaints 
lightly regarded. They are promised relief and 
undergo numerous operative and other treatments 
without obtaining it, and sometimes are driven to 
morphinism or suicide. 

The subjective symptoms of painful amputation 
stumps are bizarre in character and distribution, a 
fact making their interpretation most difficult. That 
which cannot be understood is usually put by the 
clinician into the category of the neuroses, and 
therapy suffers accordingly. Only when the symp- 
toms are analyzed and their origin is determined can 
successful treatment be administered. 

In cases of painful amputation stumps the illusion 
of the presence of the amputated member is so 
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constant as to be considered normal. The explana- 
tion of this phenomenon is simple. Of all the 
tissues sectioned in an amputation, only the nerve 
fails to atrophy and become functionless. Attempts 
at regeneration produce the familiar neuroglioma 
which is subjected to the pressure and the move- 
ments of the surrounding tissues. The impulses set 
up in the divided sensory axons are referred by the 
sensorium to the amputated extremity. When the 
sciatic nerve is injected with novocain the patient 
is no longer conscious of his leg. 

If the irritation of the neuroma exceeds the nor- 
mal limits the sensory impulses are perceived by the 
patient as pain. The conditions causing such pain 
are determined largely by the tissue individuality 
of the patient. This tissue individuality is most 
easily recognized in laparotomy wounds which are 
aseptic and heal by first intention. Whereas in one 
patient a supple, almost invisible scar results, in 
another the scar is broad, thick, red, painful, and 
sensitive even to changes in the weather. Similarly, 
the neuroma which forms after every amputation 
may in some patients become exuberant and involved 
in abnormal scar tissue. With healing of the wound 
the growth capacity of the neuroma is not always 
exhausted. Occasionally there will be an increase in 
the size of the neuroma after even two or three years. 
This fact explains the delay in the development of 
pain. 

The pain may be of a burning, pricking, or tear- 
ing character. It may be referred constantly to a 
certain region such as a toe. It never spreads 
beyond the territory of a certain nerve and never 
changes its distribution. 

The pain is always delayed for at least a few days 
after the amputation and sometimes for several 
years. Its onset is often sudden, but after it begins 
it is constant. In this respect it has a resemblance 
to traumatic epilepsy. 

Like the normal illusion of the extremity, the 
pain is relieved by the injection of novocain into 
the nerve. If the neuroma is excised the pain 
ceases until a new neuroma is formed, but if the 
nerve is sectioned at a distance from the neuroma 
and carefully sutured the pain is often relieved per 
manently. 

Impulses from the neuroma may affect the sym 
pathetic as well as the spinal system and cause pain 
of a different character. Nageotte has shown that 
the Schwann cells of the neuroma may invade the 
surrounding tissues like a neoplasm and produce a 
dense cicatricial mass. It appears that these cells 
have the property of exciting the normal nerve 
fibers in the area in a manner which thus far has 
escaped neurological interpretation. In any event 
the result is a series of vasomotor, trophic, and 
sensory phenomena which are without fixed topog- 
raphy and are perceived in the stump itself and 
adjacent areas. The pain is ill defined and often 
slight, but is constant and thoroughly exasperating. 
Patients with pain of this character are apt to be 
treated as malingerers. 
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Pain of sympathetic origin is not altered by sec- 
tion of the spinal nerves, but is relieved temporarily 
by liberation of the neuroma. 

Accompanying the sympathetic pain are cyanosis, 
cedema, osteitis, and excessive atrophy comparable 
to those observed in an extremity after section of 
the principal nerve. 

The two types of pain just described often occur 
together. 

A third type of disturbance is an extreme hyper- 
wsthesia of the stump. In this condition contact of 
the clothing causes most violent pain. On the other 
hand, the stump is almost insensitive to firm palpa- 
tion and even to rough squeezing. The condition 
which Leriche believes to be the basis of this peculiar 
hyperesthesia was discovered in the course of a 
radicotomy which revealed intense hyperemia and 
cedema of the arachnoid giving the membrane an 
inflammatory aspect. This change is regarded as of 
reflex origin and of the same nature as the cyanosis 
and oedema of the stump. It is conceivable that 
such reflexes affect even the higher nervous centers 
and in this way cause the extremely diffuse and 
strange symptoms of which the patients frequently 
complain. 

The cause of painful stumps is to be found, not in 
the circumstances of the amputation, but in the con- 
stitution of the patient. Primary or secondary clo- 
sure of the wound and suppuration are without 
influence. 

In the treatment of a patient with a painful stump 
it is important to know what not to do. The various 
complaints must never be taken lightly. To prevent 
incurable drug addiction, treatment must be insti- 
tuted promptly. Even when the stump is poor, re- 
amputation is contra-indicated because it renders 
final cure more difficult. This is true also of alcohcl 
injections, roentgen-ray treatment, diathermy, and 
resection of the neuroma. These measures generally 
fail and lead to ultimate disaster, a fact definitely 
proved by several of Leriche’s case histories. 

Successful treatment depends upon an early and 
correct operation. 

To facilitate the analysis of the symptoms, local 
anesthesia may be employed. Injection of the prin- 
cipal nerve trunks should relieve pain of fixed 
topography referred to the amputated limb, and 
infiltration about the main artery or paravertebral 
injection of the rami should abolish pain of the 
sympathetic type. When these measures fail, the 
advisability of chordotomy must be considered. 

The author outlines the treatment indicated in 
three different types of cases as follows: 

Type 1. Cases of amputation through the thigh 
with pain in the area of the foot supplied by the 
sciatic nerve which is relieved by anesthesia of the 
sciatic nerve. In such cases the treatment indicated 
is section and careful end-to-end suture of the 
sciatic nerve 1o cm. from the neuroma and injec- 
tion of from 1 to 2 c.cm. of phenol or chromic acid 
into the central end of the divided nerve. A long 
remission or even cure of the pain can be expected. 
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Type 2. Cases of amputation through the thigh 
in which the stump is cedematous, cyanotic, ulcer- 
ated, and moderately painful. When this condition 
has been present for only a short time periarterial 
sympathectomy alone often gives a permanent cure. 
but for safety the addition of section and suture 
of the sciatic nerve is advisable. When the condi 
tion has been present for a long time and unsuccess- 
ful interventions have been undertaken, ramisec 
tomy or ganglionectomy should be done. Mild cases 
in which vasomotor symptoms predominate respond 
well to periarterial sympathectomy, but in old cases 
with severe pain the treatment should be applied 
directly to the ganglion. In the upper extremity 
neurotomy of all of the principal nerves may be 
necessary in addition. 

Type 3. Cases of amputation with diffuse pain in 
the stump and root of the limb with radiations. In 
such cases operations on the peripheral nerves are 
useless. Posterior radicotomy with excision of the 
spinal ganglion or a chordotomy is demanded. 
However, as even such radical operations may fail 
it is probable that surgeons may eventually be led 
to attempt operations on the cerebral cortex. 

ALBERT F, DEGROAT, M.D. 


Williamson, G. A.: Transplantation of Tendons 
with Stabilization of Paralytic Talipes. Sur¢., 
Gynec. & Obst., 1932, liv, 953. 

The author states that in the choice of muscles 
suitable for transplantation the following principles 
should be borne in mind: 

1. The muscle should have an action similar or 
at least related to that of the muscle to be replaced 
and must be treated and used as a unit with its 
tendon and gliding mechanism. An antagonistic 
muscle proves satisfactory occasionally, but onl, 
after long training. 

2. The strength of the muscle to be transplanted 
must be nearly that of the muscle to be replaced. 

3. The line of pull from the muscle origin to the 
tendon insertion must be as straight as possible. 

4. Proper tension must be placed on the muscle 
when the tendon is fixed to the new point of in 
sertion. 

5. In order to prevent the formation of adhesions, 
the gliding mechanism of the tendon must be 
preserved. 

6. All deformities must be corrected before the 
transplantation is undertaken. 

7. Transplanted tendons must be firmly fixed, 
preferably subperiosteally. Occasionally, tendon-to 
tendon anastomosis is necessary, as, for instance, 
when the peroneal tendon is transferred into the 
tendon of Achilles. 

In addition to the tendon transplantation, lateral 
instability, due usually to paralysis of the pronators 
or supinators of the ankle joint, must always be cor- 
rected. This is done by arthrodesing operations on 
the ankle. The method of choice is the triple arthrod- 
esis of Ryerson, in which the subastragalar, cal- 
caneocuboid, and :astragaloscaphoid joints are fused. 
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The author reports six cases in which good results 
were obtained following various tendon transplan- 
tations. In each of the cases, however, an arthrod- 


esis was performed. Rupotps S. Reicu, M.D. 


FRACTURES AND DISLOCATIONS 


Campbell, W. C.: Ununited Fractures. Arch. Surg., 
1932, XXiV, 990. 

The stages in the healing of a fracture are: 
(1) hemorrhage, (2) the formation of blood clot 
between the fractured surfaces, (3) cellular invasion 
with the formation of a fine fibrillar network, (4) the 
formation of a hyaline and periosseous substance, 
and (5) calcification. With the exception of the 
calcification, the process is practically the same as 
the formation of granulation tissue in the healing of 
wounds. It has been compared to the setting of the 
plaster of Paris in the meshes of a crinoline bandage, 
the crystallization of the plaster corresponding to 
the precipitation of calcium and the crinoline to the 
connective tissue matrix. 

Two factors essential to ossification are: (1) a 
hyaline matrix in an area of retarded circulation 
such as a blood clot, and (2) a surrounding area in 
which there is a sufficient blood supply. 

In any discussion of ununited fractures non-union 
must be distinguished from delayed union. A frac- 
ture is usually classed as ununited when there is 
free motion between the fragments at the end of six 
months. However there is no time when a distinc- 
tion between delayed union and non-union can be 
made arbitrarily. If stability increases, the prog- 
nosis for solid union is good. 

In a series of 4,771 recent fractures, exclusive of 
fractures of the neck of the femur, which were 
observed by the author there were only 4 in which 
permanent non-union resulted. 

The causes of non-union of fractures are con- 
stitutional and local. Local causes are by far the 
more frequent. This is evident from the fact that 
union can be induced by efficient local measures in 
over go per cent of cases. 

In treatment for non-union the patient’s general 
condition should be improved as much as possible 
and any local and constitutional defect noted on 
careful routine examination should be corrected. 

The only method of treating non-union which is 
worthy of consideration is the application of a 
living autogenous bone graft with due consideration 
of the principles of bone regeneration and repair. 
Five types of transplants have been employed, 
namely: (1) medullary, (2) osteoperiosteal, (3) chip, 
(4) inlay, and (5) onlay. The author uses the onlay 
graft, which he first described in 1923. He believes 
that this graft best meets the physiological require- 
ments of absolute fixation and the promotion of 
osteogenesis. He describes the technique of its use 
in detail and reports the end-results in 104 cases. 
He draws the following conclusions: 

_1. Union is accomplished in a shorter space of 
time by the use of the onlay transplant, as evidenced 
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by the fact that no motion can be detected from 
the time the operation is completed. 

2. Earlier movement is permitted in adjacent 
joints and thus function is conserved. 

3. The onlay graft increases the dimensions and 
strength of the bone, maintains its circumference 
intact, and adds new bone. 

4. Even in severe infections, solid union is 
obtained by the onlay graft in 94 per cent of cases. 
Therefore infection apparently does not atiect the 
end-result. 

5. The operation requires a well-trained team of 
at least two experts and three assistants, but this is 
justified by the increased incidence of good results. 

6. Inany method selected, all of the physiological 
principles of bone repair and bone transplantation 
as well as the minute and the gross pathological 
processes of an ununited fracture must be given con- 
sideration if satisfactory results are to be obtained. 
The use of the onlay graft conforms better than any 
other procedure to the physiological process of 
repair. H. EarLe ConwELt, M.D. 


Landivar, A. F.: The Treatment of Fractures of the 
Forearm in the Adult (Tratamiento de las fractu- 
ras del antebrazo en el adulto). Tercer Congreso 
Argentino de cirug., Buenos Aires, 1931. 

Landivar considers in detail the anatomy, physi- 
ology, roentgen-ray findings, pathological physi- 
ology, and treatment of fractures of the forearm. 
He classifies such fractures as follows: 

1. Juxta-articular fractures of the lower extrem- 
ity. 

a. Radius: (1) Porteau-Colles, (2) Goyrand. 
b. Ulna. 
2. Fractures of the shaft. 
a. Radius. 
b. Ulna. 
c. Radius and ulna. 

3. Fracture of the ulnar shaft complicated by 
dislocation of the upper end of the radius 
(fracture of Monteggia). 

4. Fracture of the radial shaft complicated by 
dislocation of the lower end of the ulna. 

5. Compound fractures. 

Restoration of function of the forearm requires 
equal length of the radius and ulna, normal curva- 
ture of the bones, and preservation of the homolo- 
gous points of the ulna and the lower end of the 
radius to prevent rotation. 

Attention is called to the fact that the pronators 
are gravity-aided muscles with a long leverage and 
the supinators are gravity-opposing muscles with a 
short leverage. Because of these facts the former are 
the stronger. 

The roentgen study of fractures of the forearm 
should include a frontal view with the arm in exten- 
sion, the olecranon resting on the table, and the 
forearm supinated, and a lateral view with the epi- 
trochlea resting on the table and the forearm flexed 
and in supination (thumb up). I’rom a study of the 
landmarks, rotation of the fragments can be deter- 
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mined accurately. All roentgenograms should in- 
clude the wrist and elbow. 

Rotation, particularly of the radius, is an exceed- 
ingly important deformity interfering with supina- 
tion and pronation. All of the author’s methods of 
treating fractures in which this deformity may 
occur are based on its prevention or correction. 

In his general discussion of the treatment of frac- 
tures of the forearm Landivar says that because of 
their economic importance such fractures should be 
treated only by persons especially trained in their 
management. They should be reduced early and 
under local rather than regional anesthesia induced 
with 1 per cent novocain. The reduction should be 
as nearly perfect as possible. Roentgenograms 
should be made before and after the reduction and 
at the time the patient is discharged. The period of 
immobilization should be as short as_ possible. 
Active movement of the fingers should be begun 
twenty-four hours after the reduction, and physical 
therapy should be given early. 

In his discussion of each type of fracture, Landi- 
var describes the deformity, gives the causes of its 
production, and describes the method he believes 
best suited for its correction. 

He reduces the Porteau-Colles fracture with the 
arm in semipronation, avoiding complete pronation 
for fear of producing a post-reduction rotation of the 
lower fragment. After the reduction he immobilizes 
the arm in an ingenious plaster splint with slight 
flexion of the wrist, slight ulnar deviation, and 
moderate supination. 

In juxta-articular fractures of the lower end of the 
ulna he applies a plaster mould from the middle of 
the arm to the knuckles with the arm flexed at the 
elbow and the forearm in semipronation. 

In simultaneous fractures of both bones of the 
forearm closed reduction should be tried before 
open reduction. Landivar uses the Boehler frame 
and applies a circular cast from the middle of the 
arm to the knuckles to immobilize the arm in 
complete supination with the hand in ulnar inclina- 
tion and the elbow flexed at a right angle, regardless 
of the site of the fracture. After three or four weeks 
physical therapy is started. At the end of eight 
weeks the splint is removed during the day, but is 
replaced at night for one or two weeks longer. Too 
early use causes secondary deformity. 

In fractures of the radial shaft, Landivar immo- 
bilizes the arm with flexion of 90 degrees at the 
elbow, complete supination, slight ulnar deviation, 
and slight flexion of the hand. 

Fractures of the ulnar shaft without dislocation 
of the radial head are rare. If they are not reduced 
and immobilized correctly they lead to pseudarthro- 
sis and vicious callus formation. The position of 
fixation should be moderate extension, semiprona- 
tion, and radial deviation of the hand. 

In cases in which open reduction is necessary, 
Landivar places the patient in the ventral decubitus 
position with the arm at a right angle to the body and 
the forearm in complete supination. He approaches 
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the fracture from the dorsal surface of the forearm. 
He describes the line of incision, the anatomical 
landmarks, and the methods of fixation in detail. 
The wounds are drained for from twenty-four to 
forty-eight hours. In closed reduction a longer 
period of immobilization is required and the immo- 
bilization must be complete. Landivar removes 
metallic prostheses at the end of from thirty-five to 
forty-five days. He removes them through windows 
cut in the splint. He then continues the immobiliza- 
tion for two weeks longer. The position of immobili- 
zation is the same as for closed reduction. 

The fracture of Monteggia may be high or low. 
For the low fracture of this type, Landivar advises 
closed reduction if this is possible. If open reduc- 
tion is necessary, both the fracture and the disloca- 
tion should be operated upon. For the high fracture, 
open reduction is the best procedure. In cases of low 
Monteggia fracture Landivar immobilizes the arm 
in acute flexion and semipronation, and in cases of 
the high fracture he immobilizes it in extension and 
begins passive motion at the elbow after two weeks. 

Fracture of the radial shaft with dislocation of 
the lower end of the ulna of 1% cm. or more must 
be reduced as it will interfere with function. 

Compound fractures of the forearm are classified 
by Landivar into the following three types: 

1. Fractures with a small opening. These usually 
require only local sterilization with iodine and slight 
débridement. The wound may then be closed 
around a capillary drain. The fracture should be 
reduced as though there was no wound. The drain 
should be removed at the end of from twenty-four 
to forty-eight hours. Primary suture without drain- 
age is to be condemned. 

2. Fractures with a wide opening. ‘These are 
dangerous and require wide débridement. The 
wound should be left open so that continuous or 
intermittent irrigation may be established if neces- 
sary. Depending upon the extent and type of the 
fracture, reduction may be effected with the use of: 
(a) a plaster splint immobilizing the wrist and 
arranged for extension after the manner of Alquier, 
(b) continuous extension in the frame of Destot or 
the apparatus of Judet, (c) continuous traction with 
a Thomas splint, or (d) direct or skeletal traction. 

3. Fractures with marked osseous and soft part 
damage (crushing injuries). Such fractures are very 
serious because of the associated shock. Conserva- 
tive treatment (disinfection, drainage, and immo- 
bilization) should be given at first, but amputation 
may become necessary. The advisability of amputa- 
tion will depend upon the general reaction and the 
vitality of the extremity as indicated by the pulse, 
sensation, and temperature. 

WittrAM R. Torcerson, M.D. 


Magnuson, P. B.: The Repair of Ununited Fracture 
of the Neck of the Femur. J. Am. M. Ass., 1932, 
XCviii, 1791. 

The author’s operation consists in reaming out 

a wide cavity in the eburnated head of the femur 
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Fig. 1. a, exposure of joint cavity and fibrous tissue; 
b, line of removal of trochanter; c, head and neck of femur 
shaped to fit each other. 


without removing it, reshaping the neck to fit into 
this cavity, cutting off the trochanter, putting the 
neck into the head, and fastening the trochanter 
back in a lower position. This is done through a 
Smith-Petersen incision. No cast is used, bony 
union not being expected or necessary. A Ranney 
splint is applied to hold both legs in abduction of 
45 degrees. After eight weeks the patient is allowed 
to get up in a wheel chair. 

The operation has been done in ten cases. There 
has been little surgical shock. It establishes as 
nearly as possible the normal relation of the head 
and shaft. The cartilage on the head and in the 
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Fig. 2. a, position in which leg is to be maintained 
after operation; 6, normal relations of structures re-estab- 
lished; c, completed operation. 


acetabulum being preserved, motion is better and 
there is less pain after this operation than after other 
reconstruction methods. 

WILLIAM ARTHUR CLARK, M.D. 






























































BLOOD VESSELS 


Sussi, L.: Primary Ligation of the Carotid Artery 
(Sulla legatura della carotide primitiva). Ann. 
ital. di chir., 1932, Xi, 311. 

The author reports a case in which primary liga- 
tion of the carotid artery was done for aneurism 
involving the temporoparotid, mandibular, and 
postauricular region and describes the results of 
experiments on dogs and rabbits in which the carotid 
artery was ligated with silk ligatures and pieces of 
venous tissue. 

He concludes that in cases of severe aneurisms the 
use of silk ligatures is not advisable, but compression 
of the vessel with venous tissue is safe. 

KELLocG SPEED, M.D. 


Perrig, H.: The Anatomy, Clinical Picture, and 
Therapy of Injuries and Aneurisms of the 
Vertebral Artery (Zur Anatomie, Klinik und 
Therapie der Verletzungen und Aneurysmen der 
Arteria vertebralis). Beitr. 2. klin. Chir., 1931, cliv, 
272. 

A detailed review of the literature is presented. 
After discussing the anatomy and the course of the 
vertebral artery, its branches, and its variations, the 
author summarizes the treatment of injuries and 
aneurisms of this vessel. 

As the most certain means of obtaining hemosta- 
sis in injuries he recommends ligation at the site of 
injury or at a preferred site. Central ligation is 
always advisable first. If possible, the double liga- 
tion should be attempted at one sitting. Kuettner 
and Druener have called attention to the unreliabil- 
ity of single central ligation. 

With regard to the treatment of aneurisms, Perrig 
states that conservative treatment is unreliable. He 
divides the operative methods into: (1) those in- 
tended to favor spontaneous healing of the aneurism 
by diminishing the blood flow into it (injections, 
central ligation) ; (2) incision and tamponade, Kuett- 
ner’s plugging with bits of muscle; (3) incision and 
evacuation after partial or complete interruption of 
the blood flow (Kuettner, Druener); and (4) Stich’s 
palliative operation, which consists in suturing over 
an autoplastically transplanted strip of fascia. The 
last method has not yet been used on the vertebral 
artery. 

The indication for operation on aneurism of the 
vertebral artery should not be judged too exclusively 
from the operative standpoint. 

A case of injury to the vertebral artery in which 
von Brun operated is reported with a detailed 
analysis of the neurological symptoms (cerebral 
anemia and brachial plexus symptoms). 

HELLNER (Z). 
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Bartsch, G. H.: Subcutaneous Traumatic Rup- 
tures of the Popliteal Artery (Ueber subcutan 
traumatische Zerreissungen der Kniekehlenschlag 
ader). Wien. klin. Wehnschr., 1932, i, 328. 

In civil life vascular injuries are not frequent and 
subcutaneous vascular injuries caused by blunt 
force are particularly rare. The author reports 
three cases of subcutaneous rupture of the poplitea! 
artery due to blunt force with subsequent gangrene 
of the leg. 

In the first case the patient was struck in the 
popliteal space by the lever of a brake. In the two 
other cases the injury was caused by the passage of 
a wheel over the knee region. 

The popliteal artery is subjected to blunt injury 
relatively frequently because the lower extremities 
are more exposed to trauma than other regions of 
the body and, in addition, the location of the vesse] 
and its connective tissue fixation above and below 
the popliteal space play a réle. As the vessel is 
fixed at two points, any injury that produces over- 
stretching is particularly dangerous. As the tension 
is limited to the segment between the points of 
fixation, it is very liable to result in rupture. Injury 
is favored also by the fact that the vessel lies over 
the hard resistance of the popliteal plane, against 
which it may be squeezed by the contusing pressure 
of the trauma. 

The prognosis of the injury is unfavorable; in 
none of the thirty-four cases collected by Schulz 
from the literature was it possible to save the injured 
extremity. Prompt recognition of the injury to the 
vessel is important as only in the early stages can 
vessel suture be carried out with hope of success. 
Swelling appearing immediately after blunt force 
has been applied to the popliteal space, absence of 
the pulse in the peripheral arteries, and disturbances 
of sensation should suggest the possibility of rupture 
of the popliteal artery. In doubtful cases explor 
atory exposure of the artery should be done. Ii 
the artery is found ruptured the choice of operation 
must be governed by the conditions present. li 
possible, the attempt should be made to restore 
the vascular tube by suture even if this is technically 
diff cult. MAxIMILIAN Hirscu (Z). 


Dos Santos, R., Lamas, C., and Caldas, P.: Ar- 
teriography of the Limbs (L’arteriographie des 
membres). Bull. et mém. Soc. nat. de chir., 1932, 
lviii, 635. 

Dos Santos introduced arteriography with sodium 
iodide in 1929. As he has since found that sodium 
iodide is irritating to the endothelium of the vessels 
and sometimes causes obstruction or gangrene, he 
has been experimenting with different injection 
materials. As the result of his investigations he has 
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Fig. 1. Aneurism of popliteal artery. Arteriography 
with thorotrast two days before operation. 


discovered that thorium binoxide or thorotrast is 
non-irritating. The injection should be made 
slowly and, as thorotrast is quite viscid, with a 
rather coarse needle. Use should be made of an 
apparatus by which the pressure and the amount of 
thorotrast injected can be controlled. If too little 
of the thorotrast is injected, only the larger vessels 
will be rendered visible, and if too much is injected 
the veins will also be injected and the picture will 
be complicated. The pressure should be from 1.5 
to 2 kgm., and the amount of thorotrast injected 
from 10 to 20 c.cm., depending on the region. In 
aneurisms, somewhat more thorotrast should be 
used in order to fill the sac. Stereoroentgenograms 
should be taken. This can be done without inter- 
rupting the injection by means of a special apparatus. 

Arteriography will show the nature of an aneurism, 
its relation to the vessel, the permeability of the sac, 
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and the collateral circulation. In one of the authors’ 
cases of aneurism of the popliteal artery four ar- 
teriograms were made, one before and three after 
the operation. This procedure caused no circulatory 
disturbance and made it possible to follow up the 
development of the collateral circulation. 

In the suturing of arteries arteriography is the 
only means of verifying the result and making sure 
that the artery is permeable. Aneurisms that are 
almost completely obstructed by clots and barely 
allow the contrast fluid to pass are the ones that 
show the greatest pulsation and expansion. 

Arteriography is of value not only in cases of 
vascular lesions, but also in cases of tumors, which 
frequently are diflicult to differentiate from os- 
teomyelitis. In osteomyelitis, ischamia is almost 
always present. In arteriograms of tumors the most 
striking finding is the new formation of vessels; the 
picture differs essentially from that of inflammatory 
hyperemia. Ischemia is present also in syphilis of 
bone. In this condition arteriography shows not 
only the vessel structure in tumors, but also the 
results of treatment. 





Fig. 2. Same case as in Fig. 1. Arteriography eight days 
after the Matas operation. First stage in development of 
collateral circulation. 








Fig. 3. 
two months after the Matas operation. Marked develop- 
ment of collateral circulation. 


Same case as in Figs. 1 and 2. Arteriography 


The article contains a number of arteriograms 
made in cases of aneurism, vessel suture, and tumor. 
AupReEy Goss Morcan, M.D. 


Cottalorda, J.: Effort Thrombophlebitis (Thrombo- 
phlébite par effort). Lyon chir., 1932, xxix, 169. 

The author reviews the history and discusses the 
etiology, symptoms, clinical forms, diagnosis, and 
pathology of effort thrombophlebitis. He states that 
the condition is directly traceable to trauma, either 
acute, more or less sudden, and violent, or insidious, 
repeated, and chronic. It occurs more often in males 
than in females, and much more frequently in the 
arm than in the leg. Cottalorda reports three cases 
of his own and cites twenty-six others. 

The theory ascribing the condition to traumatic 
injury of the intima of the veins does not explain all 
cases. The theory attributing it to infection has been 
largely abandoned as blood cultures are never posi- 
tive and in only two instances have organisms been 
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grown from the clot. The theory that it is due toa 
disturbance of the sympathetics seems to be the 
most valid because at operation the vein is occasion- 
ally found free from clot whereas arterial changes 
and a local disturbance in the tension are present 
and operative treatment by simple removal of the 
clot, local resection of the vein, or resection of the 
vein and periarterial sympathectomy gives indisput- 
ably better and quicker results than medical treat- 
ment. Under expectant treatment alone, marked 
permanent disability may persist. 

The author believes that the syndrome starts with 
a spasm of the vein from sympathetic irritation. 

The treatment should be expectant at first. If 
there is aggravation or no improvement of the symp- 
toms after several days, surgery should be under- 
taken. This should consist of resection of the af- 
fected portion of the vein and periarterial sympa- 
thectomy on the accompanying artery. 

FRANK B. Berry, M.D. 


Jacques, L.: Varicophlebitis and the Injection 
Treatment. Ann. Surg., 1932, xcv, 746. 


Jacques presents clinical evidence indicating the 
presence of latent infection in the walls of varicose 
veins. He says that the dangers of the injection 
treatment of varicose veins are due in part to the 
lighting up of such infection with resulting ascend- 
ing thrombophlebitis and embolism. Evidence of 
the presence of latent infection in the veins of one 
extremity should suggest the likelihood of stirring 
up such an infection in the other extremity. The 
development of methods of detecting latent infec- 
tion will aid in eliminating an important source of 
danger associated with injection therapy. 

ELIZABETH CRANSTON. 


BLOOD; TRANSFUSION 


Barney, J. D., Hunter, F. T., and Mintz, E. R.: 
The Urological Aspects of Radiosensitive Tu- 
mors of the Blood-Forming Organs. J. Am. M. 
Ass., 1932, XCViii, 1245. 

By the term “radiosensitive tumors of the blood- 
forming organs” the authors refer to tumors arising 
from primitive cells of lymph nodes, bone marrow, 
and the spleen. The Mallory terms are “lympho- 
blastoma” and ‘‘myeloblastoma.” 

Lymphoblastomatous conditions may be divided 
clinically into the following six subgroups: lymphatic 
leukemia, aleukemic lymphatic leukemia, Hodg- 
kin’s disease, mycosis fungoides, lymphosarcoma, 
and pseudoleukemia or lymphadenoma. These types 
may or may not be distinct. 

Of thirty-nine cases of lymphoblastoma collected 
by the authors, thirteen presented clinical manifes- 
tations of involvement of the genito-urinary tract 
and in ten without such clinical manifestations 
involvement of the genito-urinary tract was found 
at autopsy. 

Of twelve cases of myeloblastoma collected, two 
showed clinical evidences of genito-urinary tract 
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involvement, and in eight without such clinical 
manifestations, involvement of the genito-urinary 
tract was found at autopsy. 

Among the thirteen cases of lymphoblastoma and 
two cases of myeloblastoma with clinical signs and 
symptoms of genito-urinary tract involvement 
there were six with a mass in one or both flanks, 
one with enlargement of the prostate and retention, 
four with pain in the back, two with enlargement of 
the testes, and seven with hematuria and pyuria. 
In a case of lymphoblastoma of the spleen an opera- 
tion for perinephritic abscess was narrowly averted, 
and in another case of lymphoblastoma a kidney was 
explored because of severe cystitis and pyuria. 

Myeloblastoma invades the urinary tract less fre- 
quently, but often gives rise to hematuria because 
of the associated purpuric tendency. In cases of 
tumor of this type, pronounced and _ persistent 
priapism may occur. 

The only treatment of value in these conditions is 
high-voltage roentgen therapy or, in special cases, 
the external application of radium. Surgery is 
usually contra-indicated except for diagnosis. The 
tumors of both types are fatal. The myeloblastoma 
usually causes death within from two to four years 
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in cases of the chronic type and in from six weeks to 
six months in cases of the acute type. In cases of 
lymphoblastoma the prognosis is more difficult. The 
average length of survival is from two to four years, 
but in one of the cases cited by the authors the 
patient lived for seventeen years after biopsy. 
WILLARD J. Kiser, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Moriconi, L.: The Repair Process in Wounds of the 
Lymph Glands (Il processo di riparazione delle 
ferite delle ghiandole linfatiche). Arch. ital. di 
chir., 1932, XXXi, 301. 

Following a review of experimental research by 
others on regenerative processes in the lymph 
glands and repair of the lymphatic tissue of the 
spleen, the author reports experiments in which he 
studied the repair following the incision of mesen- 
teric and inguinal lymph nodes. On microscopic 
examination he found that wounds of lymph glands 
are repaired simply by connective tissue. Hzmor- 
rhagic infiltration causes partial destruction of the 
parenchyma and the regions destroyed are replaced 
by connective tissue. A. Louts Rost, M.D. 











OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Heitz-Boyer: The Action and Method of Use of the 
Electrical Knife in the Treatment of Cancer 
(Action et emploi du bistouri électrique dans le 
traitement du cancer). Bull. et mém. Soc. nat. de 
chir., 1932, lviii, 449. 

The value of the electrical knife in the production 
of hemostasis and the prevention of infection and 
shock has been well established, but its ultimate 
value in cancer can be known only after the elapse 


of several years. However, experience to date per-. 


mits a few conclusions. 

In certain regions, particularly the axilla and the 
neck, the use of the electrical knife is definitely 
contra-indicated because of the danger of perfora- 
tion or thrombosis of the large vessels. This danger 
exists even for the experienced operator who is 
thoroughly familiar with the properties of the cur- 
rent. When it is possible to cut wide of the tumor, 
as for example in cases of localized masses in the 
breast, the use of the electrical knife has few 
advantages. 

In operations in infected fields, particularly in 
cavities such as the rectum, colon, upper respiratory 
tract, and uterus, the electrical knife is of great 
service because it closes the routes of infection and 
absorption. This is true also when a breach is left 
in cellular tissue, as when the rectum is removed or a 
large tumor is resected from the bladder. Defects 
in the bladder wall have been left unsutured with- 
out untoward results. In cases of diffuse tumors of 
the breast and face, repeated sections can be made 
even through cancerous tissue without danger of 
disseminating the tumor cells. Because of the 
hemostatic properties of the knife it may be used to 
remove localized tumors of the brain, liver, spleen, 
and prostate. 

The author shows the effects of the cutting cur- 
rent on the tissues along the line of the incision by 
a series of photomicrographs. Blood vessels and 
lymphatics are occluded and cancer cells destroyed. 

The occlusion of the lymphatics may be demon- 
strated experimentally by powdering a wound in 
the mammary region of a guinea pig with carmin. 
When an ordinary scalpel is used the regional 
lymph nodes become rapidly charged with pigment, 
whereas when the wound is made with the electrical 
knife none of the carmin is absorbed. 

The use of the electrical knife requires a certain 
amount of experience. The type of current is also 
of great importance. All grades of action can be 


obtained from a superficial desiccation through 
electrocoagulation to a clean section differing hardly 
at all from the cut of a scalpel. 
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In collaboration with Gondet, the author has 
devised an apparatus delivering a mixed current 
with both coagulating and cutting properties. The 
degrees of each action can be varied as desired. Ina 
cancerous area the current should be predominately 
coagulating. 

The knife must be handled delicately because the 
more lightly it is applied the more easily the tissues 
are sectioned. Paradoxically, firm tissues, such as 
tendon and fascia, are divided more readily than fat 
areolar tissue. ALBERT F. DE Groat, M.D. 


Perusse, G. L., Jr.: The Solution of Choice in 
Proctoclysis. Surg., Gynec. & Obst., 1932, liv, 770. 


The purpose of proctoclysis is the establishment 
and maintenance of water balance in cases in which 
it is impossible or inadvisable to administer fluids 
by mouth. Proctoclysis is used instead of hypo 
dermoclysis and intravenous infusion in any but 
acute conditions and in conjunction with those 
methods in acute conditions. In the author’s 
opinion such administration of fluid is thoroughly 
adequate and physiological. 

Of the proctoclysters studied by Perusse, a 1 per 
cent solution of glucose was found to be best. When 
this is combined with a o.5 per cent solution of 
sodium bicarbonate the rate of absorption is some 
what lowered, but the effect in the combating of 
acidosis is possibly greater. 

Of the solutions of inorganic salts studied, a 0.5 
per cent solution of sodium bicarbonate was found 
superior to others in the rate of absorption. 

Isotonicity is not the ideal concentration for in 
using such a concentration we are neglecting one oi 
the best properties of the gut—its action as a semi- 
permeable membrane. A solution which is definitely 
hypotonic to the blood is more readily absorbed. In 
regard to the glucose solutions we may consider that 
the selective activity of the gut comes into play. 

Howarp A. McKnicurt, M.D. 


Boshamer, K.: Is Thyroid Hormone Effective in 
Preventing Postoperative Thrombosis and Em- 
bolism? (Ist das Schilddruesenhormon gegen post 
operative Thrombosen und Embolien wirksam?). 
Zentralbl. f. Chir., 1932, p. 85. 


Boshamer disagrees with the view of Troell, who 
reported two cases of thyrotoxicosis with fatal post- 
operative pulmonary embolism and concluded that 
they refuted the theory that the thyroid hormone is 
an effective prophylactic against thrombosis and em- 
bolism. He refers to the report on his studies of the 
metabolism of thrombotic patients (Deutsch. Ztschr 
f. Chir., 1929, cci, 93) in which he disproved Fruend’s 
theory that hypothyroidism is the cause of throm- 
bosis and that therefore the prophylactic adminis- 
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tration of thyroxin constitutes a direct substitution 
therapy. 

He seeks the primary cause in an effect on the 
vegetative nervous system, and attributes the great- 
est importance to vagotonic hypertonia of the ab- 
dominal organs, particularly of the liver. However, 
as pure vagotonia or sympatheticotonia has not been 
observed in man, it must be assumed that there is a 
general disturbance of the vegetative nervous sys- 
tem. The investigations of Isaak and Reiter 
(Deutsch. med. Wchnschr., 1931, No. 38), in which 
increased irritability of the vagus nerve in Base- 
dow’s disease was revealed by blood-sugar deter- 
minations after the administration of insulin, confirm 
this view. 

Therefore, in Basedow’s disease, in addition to 
hypertonia of the sympathetic, there is an increased 
reactivity of certain organs to parasympathetic 
stimulation. Accordingly, thyroxin should be given, 
not for the purpose of relieving a possible deficiency 
of thyroid hormone, but to offset the vagotonic 
effects of the operation. It should prevent the in- 
creased vagotonia of the abdominal organs anc 
increase diuresis, permitting more rapid elimination 
of the products of cell destruction. Since the latter 
may lead to an undesirable concentration of the 
blood, adequate administration of fluids in the form 
of Ringer’s solution is necessary. E. Traum (Z). 


Sanguigno, L.: The Etiopathogenesis of Postopera- 
tive Parotitis (Sull’etiopatogenesi della parotite 
postoperatoria). Riforma med., 1932, xlviii, 478. 


The author reports a case of postoperative 
parotitis and reviews 132 cases collected from the 
recent literature. 

The organisms commonly causing this condition 
include the bacteria usually present in the oral 
cavity and the staphylococcus aureus, the colon 
bacillus, and occasionally the gonococcus. 

The theory that the condition is due to a geni- 
toparotid reflex has not been supported by the 
author’s statistical study or the reports of well- 
informed institutions. Several autopsy reports 
indicate that the infection may reach the gland by 
way of the lymphatics, producing an intraparotid 
lymphadenitis. The theory that the condition is 
of stomatogenic or ascending canalicular origin, 
although having much in its favor, is not definitely 
proved by bacteriological and histological observa- 
tions. The theory that it is of hematogenic origin 
also fails to find support in numerous cases. 

Parotitis occurs most frequently after operations 
on the digestive tract and genital organs, especially 
in the female. It may be brought about by post- 
operative bacteremia with salivary stasis, a geni- 
toparotid reflex, or unhygienic conditions of the 
mouth alone, but in some cases 2 or more causes 
may be present simultaneously. 

The author concludes that the various theories 
are applicable to individual cases, but no one theory 
will explain all cases. As a rule numerous factors 
are active. PETER A. Rost, M.D. 
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Vigy4z6, J.: Postoperative Parotitis; Its Patho- 
genesis, Prognosis, and Treatment (Zur Frage 
der postoperativen Parotitis, ihrer Pathogenese, 
Prognose und Therapie). Zentralbl. f. Chir., 1931, 
Pp. 3197- 


The author discusses the so-called postoperative 
sialo-adenitis, a serious complication occurring most 
frequently after laparotomies, and reports two 
cases. His patients were women eighty-one and sixty- 
five years of age. The former was treated operatively 
and the latter conservatively. The author’s observa- 
tions are summarized briefly as follows: 

There are two types of postoperative parotitis. 
One is septic and metastatic, and the other, an oral 
ascending infection. The differential diagnosis is 
based upon the escape of pus from Stensen’s duct. 
The oral infection, in which the duct empties pus, is 
relatively benign and amenable to conservative 
treatment. Careful oral hygiene, forced chewing 
movements (chewing gum), stimulation of the secre- 
tion of saliva, and discharge of saliva (ingestion of 
solid food, injections of pilocarpin, and frequent 
evacuation of the gland by massage) may quickly 
result in cure. E. Gass (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Glover, D. M.: Six Years of Tannic Acid Treat- 
ment of Burns. Surg., Gynec. & Obst., 1932, liv, 798. 


Statistics to date show a marked reduction in the 
mortality from burns when tannic acid treatment is 
used. Harris reports a reduction of the mortality 
from 26.6 to 12 per cent, and Herzfeld and Wilson a 
reduction from 38 to 9 or 9.5 per cent. Glover re- 
ports that in 121 cases of burns treated by various 
methods the mortality was 14 per cent, whereas in 
310 cases treated by the tannic acid method it was 
9.6 per cent. 

Tannic acid treatment is comfortable for the 
patient. After the formation of a firm coagulum 
over the burned area, which usually requires from 
twelve to twenty-four hours, little attention need be 
paid to this area for about a week. During this time 
the patient is relatively comfortable under his 
lighted cradle tent. 

The data obtained by the author indicate also 
that the incidence of septic complications in burns 
is much lower when the tannic acid treatment is 
used than when any other treatment is given. 

There can be little doubt that the tannic acid 
method is practical and economical. 

Burns should be regarded as emergencies and 
treated as early as possible. In the tannic acid 
treatment the burned areas are sprayed with a 5 or 
10 per cent solution of tannic acid while the patient 
remains under a lighted cradle. In addition, an 
amount of fluid sufficient to combat dehydration is 
given, but care is taken not to overload the circu- 
lation with fluid. 

During the secondary toxic stage, continuous 
dressings wet with Dakin’ s solution are applied to 
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hasten separation of the coagulum. Early skin 
grafting is advisable to prevent the development of a 
profound secondary anemia, diminish the danger 
of late septic complications, and prevent unnecessary 
scarring and contracture. 

The treatment of chemical or electrical burns is 
based on the same principles as the treatment of 
burns‘caused by heat. 

Howarp A. McKnicut, M.D. 


Chavannaz, J., and Fontan, A.: Preventive Anti- 
tetanus Serotherapy (De la sérothérapie préven- 
tive antitétanique). Bordeaux chir., 1932, No. 2, 
I4I. 

In August, 1914, the authors saw a man who had 
a wound of the wrist caused by a fall on a bottle 
fragment. Under their observation hyperacute 
tetanus developed and terminated in death. Six 
weeks later they observed wounded soldiers from 
the battle of the Marne with more or less delayed 
tetanus which in some instances began atypically 
with retention of urine. 

Since 1918 the injection of serum combined with 
careful cleansing of the wound has greatly reduced 
the incidence of tetanus. In ten years of hospital 
work Chavannaz and Fontan saw only one case of 
tetanus. The patient was an obese woman with 
retrocecal appendicitis who was operated upon on 
the fifth day of the attack. Tetanus developed 
eight days after the operation. The condition was 
recognized at the beginning and the patient re- 
covered. 

In the last two years the authors have observed a 
larger number of cases. In August, 1930, they were 
called to see a young man who, a week previously, 
had cut his heel on something in plunging into a 
stream. The wound was deep and irregular. Gen- 
eralized tetanus began on the morning of the seventh 
day and, in spite of treatment, was fatal in twenty- 
four hours. 

For the development of tetanus it is not necessary 
for the wound to be irregular, dirty, and infected 
and to contain foreign bodies. Any one of these 
conditions is sufficient. An athlete contracted 
tetanus after a prick with a spiked shoe, but recov- 
ered. A woman died of hyperacute tetanus from 
getting a splinter under her nail, and a child died 
of tetanus after a wasp sting. PAcE. 


Tabanelli, M.: Some Cases of Actinomycosis (Su 
alcuni casi di actinomicosi). Clin. chir., 1932, viii, 
393- 

The author reports 5 proved cases of actinomy- 
cosis which were observed in the Royal Surgical 
Clinic of Milan during the period from 1922 to 
1931. These were discovered among 322 cases of 
cervical, 400 cases of thoracic, 1,903 cases of ab- 
dominal, and 673 cases of osseous inflammatory 
surgical lesions. 

Because of the difficulty in the diagnosis, most 
cases of actinomycosis do not come for treatment 
until late. The treatment consists of operation, 
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roentgen irradiation, and the administration of 
potassium iodide. As a rule it is only palliative. 
EuGENE T. Leppy, M.D. 


Manson, M.H.: Pathogenic Gas-Producing Anaé- 
robic Bacilli in Chronic Ulcers. Arch. Surg., 
1932, XXIV, 752. 

The author reports two cases of virulent gas 
gangrene following the amputation of extremities 
that were the site of chronic ulcers, discusses the 
possible relationship of the ulcers to the gas-bacillus 
infection, and reviews the findings of a bacterio 
logical study of chronic ulcerating lesions with par 
ticular reference to the presence of gas-producing 
anaérobes. 

In one of Manson’s cases diabetes was presen! 
and the ulcer and associated infection had a dele 
terious influence upon it. The other patient hac 
syphilis and a painful ulcer of the heel. In both 
cases the ulcer-bearing extremity was amputated 
below the knee, marked disability was caused by) 
pain, and gas gangrene developed in the amputation 
stump on the third day after the operation. Ther: 
was no reason to suspect gas-bacillus infection in the 
ulcers prior to the amputation. 

The technique of the isolation of anaérobes and 
the pathogenicity and differentiation of the organ 
isms are discussed. 

The pathogenic anaérobes found most frequentl 
in chronic ulcers are the clostridium welchii. The 
author discusses the possible routes of infection and 
concludes that in the cases he reports the organisms 
were probably present in the tissues prior to the 
amputation. He states that polyanaérobic and ba 
cillus perfringens antitoxin is of definite value and 
should be used more frequently. He suggests that 
chronic ulcerating lesions be cultured in milk befor: 
their surgical removal is attempted. If the charac 
teristic stormy fermentation produced by the clos- 
tridium welchii is noted anaérobic antitoxin shoul 
be administered before the operation. 

Emit C. RositsHek, M.D. 


Astuni, A.: The Bacteriophage and Its Application 
to Surgical Infections (La dottrina del batterio- 
fago e la cura batteriofagica nelle infezioni chi 
rurgiche). Riforma med., 1932, xlviii, 668. 


After briefly reviewing the history of the bacteri 
ophage and the theory of its use in surgery, the 
author reports twenty-nine cases of different forms 
of staphylococcic infection which he treated with 
bacteriophage and followed up from the clinica! 
bacteriological, and immunological points of view 
As he was able to demonstrate antiphages regular!) 
and for a time longer than that necessary for lysis 77’ 
vitro, and as inflammatory tissues are not adapted to 
the development of the bacteriophage, probably on 
account of their acid reaction, he concludes that in 
the present state of our knowledge the bacterio- 
phage, which is not ‘always harmless, cannot b: 
used in the treatment of such lesions. 

EuGENE T. Leppy, M.D. 
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Bolliger, A.: The Detoxicating Properties of Sodium 
Thiosulphate in Avertin Intoxication: An 
Experimental Study. Med. J. Australia, 1932, i, 
125. 

After the author’s work demonstrating a decrease 
in the sodium thiosulphate excretion during com- 
plicated and uncomplicated pregnancy and the 
puerperium in human beings and dogs, it was 
thought that some of the thiosulphate might be used 
in a process of detoxication peculiar to certain preg- 
nancies. This theory led to experimental work on 
dogs to demonstrate the detoxicating properties of 
sodium thiosulphate, if any, in a standardized intoxi- 
cation produced experimentally with avertin admin-- 
istered rectally. 

In twenty experiments performed on ten dogs 
avertin was administered rectally and intravenous 
and subcutaneous injections of sodium thiosulphate 
were given. In previous work the minimum lethal 
dose of avertin in the dog was found to be below o.7 
c.cm. per kilogram of body weight. The experiments 
demonstrated a detoxicating effect of sodium thio- 
sulphate given intravenously and subcutaneously in 
avertin intoxication. The effect was slight and of 
uncertain magnitude. 

In a series of nine experiments in which avertin 
and hypertonic sodium thiosulphate were admin- 
istered simultaneously by rectum a delay in the 
absorption of the avertin was demonstrated. When 
a 30 per cent solution of sodium thiosulphate was 
used it became almost impossible to induce avertin 
anesthesia. 

In ten experiments very large doses of avertin 
were administered and after cardiac failure a high 
rectal irrigation of a warm 30 per cent sodium thio- 
sulphate solution was given. In three instances the 
irrigation acted as a restorative. By the same pro- 
cedure it was possible to restore an animal on the 
verge of respiratory failure. 

For three days following avertin anesthesia an 
increased tolerance for avertin of small magnitude 
was demonstrated. 

In some experiments sodium thiosulphate was 
retained to a somewhat greater extent than phenol- 
sulphonephthalein, and during avertin anesthesia, 
sodium thiosulphate was absorbed from the intes- 
tine and excreted in the urine in appreciable 
amounts. In avertin anesthesia the sodium thio- 
sulphate had a strongly diuretic effect. 

J. Epwin Kirkpatrick, M.D. 


Seevers, M. H., and Waters, R. M.: Circulatory 
Changes During Spinal Anesthesia. Aves. 
& Anal., 1932, xi, 85. 

The authors state that the study of the factors 
involved in the circulatory depression occurring in 
spinal anesthesia has been retarded by the general 
belief that the cause is visceral vasodilatation 
resulting from splanchnic nerve paralysis. One of 
the chief causes of this depression is cellular oxygen 
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want. Several factors produce a vicious cycle, 
lowering of the blood pressure resulting in a decrease 
in central vasoconstrictor tone, and the decrease in 
the central vasoconstrictor tone resulting in further 
lowering of the blood pressure. 

Physiologists have long recognized the importance 
of skeletal muscle tone and contractility in the move- 
ment of capillary and venous blood. One of the 
factors in the circulatory depression of spinal 
anesthesia is functional severance of the motor 
nerves to over half of the skeletal muscles. 

A secondary factor in the vascular muscle tone is 
the acid-base balance of the blood. An increase in 
the hydrogen-ion concentration of the blood lowers 
the vascular muscle tone. Studies of the blood and 
alveolar oxygen in patients and of the arterial blood 
in dogs under spinal anesthesia showed the oxygen 
tension in the tissues to be relatively low during 
the period of circulatory depression. Samples of 
venous blood after spinal anasthesia with circula- 
tory depression showed a lowered oxygen content 
and capacity with a raised carbon dioxide content, 
a decrease in the carbon dioxide capacity, and a 
decrease in the hyd: ogen-ion concentration. Samples 
of alveolar air showed an oxygen shortage and carbon 
dioxide increase of about the same grade as that 
following the use of other respiratory depressants 
such as the barbiturates. 

Another factor in the circulatory depression of 
spinal anesthesia is intercostal nerve paralysis. In 
experiments on dogs, section of the intercostal 
nerves resulted in a gradual fall in the blood pressure 
in twenty-four minutes from 116 to 54 mm. Hg. 
The gradual nature of the drop suggested that the 
decrease was due to oxygen want. 

In animals in which the intercostal nerves were 
sectioned the authors were able to maintain or 
restore the normal blood pressure by maintaining 
normal chest activity with the use of an artificial 
respirator of the Drinker type. Following high 
cervical block, normal pressures were maintained for 
relatively long periods of time. 

The theory that the circulatory depression of 
spinal anesthesia is due primarily to oxygen want 
is supported clinically by the fact that patients who 
were instructed to breathe deeply or who were given 
oxygen-rich mixtures maintained a better blood 
pressure, felt better, and were less nauseated than 
others. The authors therefore suggest the adminis- 
tration of oxygen-rich mixtures to patients under 
spinal anesthesia to prevent or overcome circulatory 
collapse. 

Ephedrin given previous to the induction of spinal 
anesthesia tends to maintain normal blood pressure, 
but after the blood pressure has dropped it is less 
prompt and less effective in its action, and when the 
blood pressure is low it may not only fail to restore 
the pressure to normal but may prove toxic to the 
myocardium. 

The authors conclude that the treatment of acci- 
dents following spinal anesthesia should consist of 
two-phase artificial respiration plus the intravenous 
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administration of ephedrin in a dosage sufficient to 
maintain the blood pressure at the pre-anesthesia 
level. They have found that in animals the circu- 
latory depression occurring in spinal anesthesia is 
much more marked when barbital, ethylene, or 
nitrous oxide is given or morphine or scopolamine 
is administered as a pre-operative sedative than 
when spinal anesthesia is induced withéut supple- 
mentary measures. WILtarp J. Kiser, M.D. 


Copello, O., Dimitri, V., and Naim, J.: Lumbo- 
sacral Radicular Paralysis Following Spinal 
Anesthesia (Parilisis radicular lumbosacra post- 
raquianestesia). Semaua méd, 1932, Xxxix, 589. 

The author reports the case of a woman who 
entered the hospital to be operated upon for chronic 
appendicitis. Physical examination revealed the 
usual signs of pain on pressure in the right iliac 
fossa. The operation was performed under spinal 
anesthesia induced with novacain. At the time of 
the spinal puncture the patient noticed that her left 
leg moved automatically; there was a continuous 
extension and flexion which she was unable to pre- 
vent. She had no pain. During the operation nothing 
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abnormal occurred. After the operation the patient 
experienced severe pain in the right leg when she 
was lifted and the left leg remained anesthetic. 
When she tried to stand she found it impossible to 
move the left leg. The left leg was insensible to 
touch, heat, and pain and also to treatment of a 
severe burn which had been caused by a hot water 
bag. Later the patient complained of pain in the 
lumbar region, which was localized at the site of the 
puncture and radiated to the inguinal and gluteal 
regions of the left side. There was no dysuria. Even 
light pressure on the lumbosacral region on the left 
side caused intense discomfort. There appeared to 
be a definite hyperesthesia of this entire region. 
A diagnosis of paralysis following spinal anesthesia 
was made. 

Six months after the operation the condition 
remained practically the same. The only improve- 
ment was a slight increase of muscular power in the 
paralyzed extremity. 

The authors believe that there was an injury to 
the cauda equina, and that this may have been due 
to a hematoma which was responsible also for the 
persistence of the paralysis. A. E. Tart, M.D. 


° 
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Cammarano, P.: The Treatment of Mal Perforant, 
with Special Reference to Roentgen Therapy 
(La terapie del mal perforante plantare con speciale 
reguardo alla roentgenterapia). Clin. chir., 1932, 
viii, 296. 

The author reports five cases of mal perforant. 
Three of the patients were young adults and two 
were elderly. Most of the lesions were typically 
situated on the sole of the foot. The onset of the 
condition was slow and unnoticed. Three of the 
patients were free from lues and the two others 
were not benefited by antiluetic therapy. All of 
them were engaged in occupations which required 
standing most of the day. Three had more or less 
extensive hypesthesia and two had hyperhidrosis. 
All five were treated by the method of Busi, i.e., 
irradiation of the lower dorsal and lumbar spine. 
Complete cure resulted in two, marked improve- 
ment in two, and healing of some os the lesions in one. 

This method of treatment has the advantage that 
it allows the patient to continue his usual work. 
When it is employed correctly it is relatively harm- 
less and painless. Its success is probably due to its 
effect on the site of the disease in the spinal ganglia. 

In reviewing the various methods which have 
been employed for mal perforant the author agrees 
with De Gaetano that as a rule the X-ray treatment 
described is best. If this fails, stretching of the main 
nerve trunks in the leg may be tried. If this fails 
also, the same procedure may be applied to the 
sciatic nerve. ‘The author has entirely discarded 
periarterial sympathectomy. A. Louts Rost, M.D. 


Hintze: The Results of Operative and Irradiation 
Therapy in Carcinoma of the Skin and Mam- 
mary Gland (Die Erfolge der operativen und der 
Bestrahlungsbehandlung beim Carcinom der Haut 
und der Brustdruese). 56 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1932. 

This report is based on cases of carcinoma of the 
skin and mammary gland treated at Bier’s clinic 
and the Roentgen-Radium Institute. The cases of 
carcinoma of the skin were treated in the period 
from 1912 to 1931, and those of carcinoma of the 
mammary gland in the period from 1912 to 1930. 
The course of the condition was determined in 95 
per cent of the cases. 

Of the cases of cancer of the skin, a small number 
which were especially favorable were first operated 
upon. All of the others were irradiated. Of the 
patients operated upon, a considerable number 
returned for irradiation of a recurrence. A smaller 
number were operated upon after primary irradi- 
ation. Only a few were given prophylactic irradiation. 


In the cases of carcinoma of the breast a primary 
radical operation was done in all except in those 
which were definitely inoperable and the few oper- 
able cases in which the patient refused operation. 
Prophylactic secondary irradiation has been carried 
out in an increasing percentage of cases since 1914. 
All recurrences were also irradiated. Treatment by 
irradiation alone was given in only a few cases 
besides those which were inoperable. Up to five 
years ago only the roentgen rays were used as a rule. 
Since then radium has been employed in about a 
third of the cases instead of, or as a supplement to, 
the roentgen rays. It has been used for contact 
irradiation for superficial carcinomata up to 2.5 cm. 
in diameter and single skin recurrences after ampu- 
tation of the breast, and for irradiation at a dis- 
tance of 2 cm. for more deeply lying infiltrations or 
nodes. 

Of the 486 patients treated for carcinoma of the 
skin from five to twenty years ago, 460 were followed 
up. Of the latter, 279 (61.1 per cent) have survived 
and 167 (34.3 per cent) have been free from symp- 
toms for five years or more. Of 317 patients treated 
ten or more years ago, 302 (95.26 per cent) were 
followed up. Of these, 127 (40.06 per cent) have 
survived and 72 (22.71 per cent) have been free 
from symptoms for ten years or more. 

The results of the various types of treatment of 
carcinoma of the skin after a period of five years or 
more are as follows: 

Of 130 patients treated only by operation, So (61.5 
per cent) are living and 48 (37.0 per cent) are 
asymptomatic, and of those operated upon only 
once, 72 (55.3 per cent) are living and 44 (33.8 per 
cent) are asymptomatic. Of 81 patients operated 
upon first and irradiated later, 55 (67.9 per cent) are 
living and 24 (29.6 per cent) are asymptomatic. Of 
21 patients given prophylactic irradiation, 10 (47.6 
per cent) are living and 6 (28.6 per cent) are asymp- 
tomatic. Of 41 patients irradiated first and oper- 
ated upon later, 32 (78.0 per cent) are living and 
6 (14.6 per cent) are asymptomatic. Of 213 patients 
treated only by irradiation, 120 (56.3 per cent) are 
living and 83 (39.0 per cent) are asymptomatic. 

The average age of all of the patients with carci- 
noma of the skin was sixty-one vears. As compared 
with the normal death rate, there was an excess 
mortality of 17 per cent after three years and of 22 
per cent after five years. In the cases in which the 
lesion was on the forehead, temple, cheek, or nose, 
the majority of the deaths had no relationship to the 
disease, but in those in which the lesion was in the 
region of the eyes and on the extremities the majority 
of the deaths were attributable to the disease. The 
primary postoperative mortality was only 5 deaths. 
The author draws the following conclusions: 
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In superficial carcinoma of the skin a permanent 
cure can be obtained in a high percentage of cases 
both by operation and irradiation. The cosmetic 
result of irradiation is better than that of surgery. 
In an increasing number of cases a permanent cure 
is obtained with irradiation at a single sitting. In 
cases of more markedly proliferating tumors it is 
obtained by repeated irradiation without injury to 
the cosmetic result. The same result may be 
obtained by simple irradiation also in infiltrating 
cancers of the skin which involve the periosteum or 
perichondrium only slightly, but in cases with com- 
plete infiltration of the periosteum and perichon- 
drium and involvement of bone or cartilage elec- 
trocoagulation is indicated and irradiation should 
be employed only for recurrences. In all of these 
cases the Braun method of grafting is preferable for 
skin covering to the transplantation of a skin flap, 
as a recurrence may easily spread under the latter 
before it is detected. 

The squamous epithelial carcinoma, in itself, has 
a no more unfavorable prognosis than the basal-cell 
carcinoma, but exhibits a tendency to form regional 
glandular metastases. Recent metastases of this 
type can be made to disappear with irradiation, but 
in those which are older, small firm nodes remain. 
For lesions which are not adherent, operative re- 
moval and irradiation are to be recommended. In 
cases of penetrating carcinoma and lupus carcinoma 
a single irradiation with weak filtration may be 
tried; otherwise electrocoagulation is indicated. In 
more extensive destructions, extensive electrocoagu- 
lation, irradiation of recurrences, and prosthetic re- 
placement come up for consideration according to 
the site of the lesion. In cases that are to be irradi- 
ated biopsy is desirable as the prognosis and also the 
method of irradiation depend upon the histological 
character of the tumor. In carcinoma of the scalp, 
forehead, and temporal region weakly filtered irra- 
diation is indicated if the underlying bone is still 
uninvolved. Irradiation is to be preferred also for 
skin cancers of the eyelids and their surroundings, 
but care must be taken to protect the eyes. In none 
of the cases reviewed did a plastic operation give a 
permanent cure. 

Irradiation is preferable also in carcinoma of the 
nasal region and gives good results in this condition. 
Better results are obtained in carcinoma in the 
region of the cheeks than in carcinoma in the region 
of the eyes and ears. In the cases reviewed, the 
incidence of failure to cure was highest in those of 
squamous epithelial cancer. Most of the carcinomata 
in the region of the ears were of this type. For such 
lesions irradiation is to be considered for the avoid- 
ance of disfiguration. In carcinoma of the trunk 
(squamous epithelial type) operation should usually 
be performed, but postoperative irradiation should 
always be given. Carcinoma of the extremities 
should be irradiated. If the tumor has already 
attacked the bone, amputation is often necessary. 
Amputation must be done frequently also for lupus 
carcinoma of the extremities. When the lesion 
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occurs on the face, a cure is often obtained by 
irradiation in intensive dosage with weak filtration 
combined with electrocoagulation. 

Of the 904 women treated for carcinoma of the 
breast from five to nineteen years ago, 863 (95.46 pet 
cent) were followed up. Of the latter, 299 (33.4 per 
cent) have survived for five years or more. Of th 
610 women who were treated ten or more years ag 
572 (93.77 per cent) were followed up. One hundre:! 
and thirteen (18.52 per cent) are still living after 
ten or more years. 

The results of the various methods of treatment 
after five or more years are as follows: 

Of 367 women subjected to radical operation, 
125 (34.0 per cent) have survived five or more years 
Of these, 121 (32.9 per cent) had a single operation. 
Of 289 who were irradiated for recurrences (includ 
ing 15 with distant metastases), 75 (25.9 per cent 
have survived for five years or more, whereas 0 

183 who had prophylactic irradiations, 97 (53.9 pe: 
cent) are still alive, and of 65 with an inoperab): 
lesion who were treated only by _ irradiation 
4 (6.1 per cent) are still alive. 

Of 1,074 patients operated upon radically in th: 
period from 1912 to 1930, 28 (2.6 per cent) died 
within the first four weeks after the operation. 

The radical operation of Heidenhain and Rotte: 
gave the best results. According to the combine: 
statistics on 4,952 cases from 20 clinics, German ani 
foreign, the incidence of five-year cure was 28.4 per 
cent and in 4 institutions the incidence of cure for 
ten or more years was 17.3 per cent. Operations fo: 
recurrences may also be successful. However, in 
cases of recurrence irradiation has a wider field oi 
application, doubles the duration of life, and in « 
considerable number of cases has resulted in per 
manent cure. In involvement of the other breas! 
appearing after one or several years in the form of a 
primary disease operation should be considered a: 
its permanent results are favorable. 

In cases of distant metastases irradiation is onl) 
palliative. 

For the evaluation of prophylactic irradiation the 
author cites the combined statistics of 11 clinics 
German and foreign, covering 2,822 cases. Thes 
show the incidence of five-year cure to be 37.9 per 
cent as compared with 28.4 per cent in unirradiated 
cases. In his own cases the author has obtained 
five-year cure in 53 per cent and a ten-year cure i! 
30.3 per cent as compared with 17.3 per cent i 
cases without prophylactic irradiation. In the perio: 
from 1921 to 1925 a five-year survival was obtaine:! 
in 60.8 per cent of the cases with the use of powerfu! 
irradiation apparatus and the tangential method 
Of 100 women subjected to amputation of th 
breast without postoperative irradiation, 70 die: 
within five years, whereas of 100 who received pro 
phylactic irradiation, only 47 died within five years. 

In the prognosis, the stage of the disease at whic! 
the patient comes for treatment is of chief impor- 
tance in spite of all improvements in the techniqui 
of treatment. The treatment described was most 
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effective in stages 2a and 2b, but prophylactic 
irradiation is advisable also in Stage 1. 

With regard to the histological structure of the 
tumor, the author states that prophylactic irradi- 
ation should not be omitted even in cases of benign 
colloid cancer. In cases of adenocarcinoma it gives 
a more favorable result than in cases of medullary 
cancer (a five-year cure in 43.4 per cent of the 
former as compared with 309.5 per cent in the latter). 
In carcinoma simplex the incidence of cure is very 
similar. One-third of all of the cases reviewed were 
cases of scirrhous carcinoma. Of these, a five-year 
cure was obtained in only 26.7 per cent, and after 
postoperative irradiation in only 37 per cent. The 
results in Paget’s disease were not unfavorable when 
the patients came for treatment while they were 
still in the operable stage. Attention is called to the 
fact that a number of patients who were operated 
upon for supposed carcinoma, but whose tumor was 
considered benign on the basis of the findings of 
histological examination, subsequently died from 
carcinoma. Therefore even lesions that appear only 
clinically to be carcinomata should be given pro- 
phylactic secondary irradiation. Even in inoperable 


cases a considerable prolongation of life was obtained 
by irradiation. 

In the discussion of this report KoENIG stated 
that he had attempted to obtain statistics on patients 
with carcinoma of the breast who were living in the 
Wuerzburg region. Four hundred and fifty-nine 
have survived five years. Of the 102 who were 
operated upon in the clinic, 72 are still living. 
Koenig believes that the best results are obtained by 
surgeons who always operate according to definite 
method. He stated that this is true also in carcinoma 
of the rectum. The surgeon who is more accustomed 
to the abdominosacral operation will obtain the best 
results with that procedure, whereas the surgeon 
who is accustomed to the sacral method will obtain 
the best results with the latter. Poor results will be 
obtained by those who do such operations only 
occasionally. Nevertheless the reports show that 
there are thousands of patients living who were oper- 
ated upon for carcinoma from five to twenty years 
ago. However, we can arrive at our goal only when 
definite regulations are established as to the manner 
in which the patients with carcinoma should be 
operated upon. STETTINER (Z). 








CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Downie, E.: Diabetic Gangrene. Australian & New 
Zealand J. Surg., 1932, i, 393- 

While the use of insulin has prolonged life in 
diabetes, modern experience has demonstrated an 
increase in the vascular changes associated with the 
condition. Arteriosclerosis resulting in gangrene is 
a frequent complication. This is usually limited to 
the muscularis of the arteries and consists of 
occlusion of the lumen with invasion of the intima 
by adventitious vessels. Thrombosis with canaliza- 
tion and the development of a collateral circulation 
has been noted in many autopsy specimens. A 
chronic inflammatory process in the vessel wall in- 
volving the muscular as well as the intimal coat has 
also been observed. The author shows the different 
stages of arterial disease by photomicrographs. 

Of the factors predisposing to the development of 
diabetic gangrene, vascular changes are most im- 
portant. Lowered resistance of the tissues to in- 
fection and trauma may allow gangrene to develop 
from an apparently trivial injury. Many methods, 
including the Matas and Moskowisz procedures and 
the use of the Pachon oscillometer are of aid in 
determining the degree of impairment in the vessels. 
While they are not completely adequate, they are 
of value in selected cases. 

The development of gangrene may be preceded by 
pain or numbness and a sensation of bursting in the 
extremities. These may bear a definite relationship 
to exercise. As the arterial changes are gradual, the 
symptoms are not of sudden onset. With the develop- 
ment of gangrene the pain becomes constant and 
severe. In the presence of infection there are symp- 
toms of toxemia and sepsis. The area of infection 
may extend some distance from the gangrenous 
area. 

Patients with arterial changes should be impressed 
with the importance of proper footwear and care of 
the feet. The diabetic state should be controlled by 
diet and insulin. An area of dry gangrene should be 
protected with antiseptic dressings and treated with 
heat. Heat is best applied by means of an incandes- 
cent bulb. The indications for amputation are: (1) 
spreading gangrene unaffected by any form of 
treatment, (2) septicemia, (3) failure of response to 
diet and insulin due to the presence of severe infec- 
tion, and (4) persistent and intractable pain. The 
site of amputation must be carefully selected and 
the patient prepared properly for the operation in 
order to prevent shock and acidosis. The operation 
is best performed under spinal anesthesia unless 
this is contra-indicated. The use of the tourniquet 
has been abandoned. Speed with minimal trauma 
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to the tissues is important. Adequate flaps with no 
tension must be provided. After the operation the 
diabetic state must be controlled by the administra- 
tion of insulin in quantities almost sufficient to 
produce hypoglycemia. Wittam J. Pickett, M.D. 


Roger, H.: The Neurological Complications of Un- 
dulant Fever (La neuromélitococcie). Presse méd., 
Par., 1932, xl, 735. 

This article is a résumé of an experience of several 
years with the nervous manifestations of undulant 
fever. 

The early cerebral symptoms differ little from 
those occurring in typhoid and other infectious 
diseases. A delirium with excitation soon gives place 
to torpor. More interesting are the late symptoms. 
In one case mutism and negatism developed several 
months after the fever. The patient recovered, but 
died of tuberculosis. Another patient presented the 
syndrome of dementia precox three months after 
the attack of fever, but eventually was cured com- 
pletely. 

In addition to psychic disorders there may be 
sensory and motor disturbances. In rare cases the 
disease may evolve as an acute encephalitis with 
headache, delirium, myoclonia, and diplopia and 
cause death within a few days. Sometimes it is 
associated with convulsions or hemiplegia. More 
common and characteristic are late cerebral se- 
quele. These may be minor or may assume the 
character of a grave encephalitis. 

Vascular spasms are rather common and cause 
the classical symptoms of migraine, including all of 
the ocular and peripheral phenomena. 

The authors have observed two cases with the 
cerebellopontine syndrome. One of the patients 
recovered. In the other, the condition progressed 
for a while and then remained stationary. 

Spinal involvement is of three clinical types. An 
unusual form is a flaccid paralysis which is pro- 
gressive and fatal. More common is a spastic para- 
plegia with anesthesia or hypesthesia. The course 
of the condition is variable. It may develop slowly 
or rapidly, and may retrogress or persist. It often 
goes no further than slight pyramidal symptoms 
and signs. 

Quite characteristic of undulant fever is the syn- 
drome of meningoradiculoneuritis. The symptoms 
consist of a flaccid paralysis with abolition of the 
tendon reflexes and slight muscular atrophy. There 
is no spinal rigidity or Kernig sign, but the cerebro- 
spinal fluid reveals an intense meningeal reaction 
(xanthochromia, a large amount of albumin, from 
80 to 200 cells). Occasionally an intermittently 
positive Babinski sign indicates some degree of cord 
involvement. 














During the acute phase of the disease meningeal 
symptoms are common. They are usually evanes- 
cent, but a basilar meningitis may occur as a terminal 
event. 

A true meningitis producing all of the classical 
clinical and biological signs usually appears toward 
the end of the fever, but in some cases may not 
develop until as long as seven months after apparent 
cure. The course is slow, and except for the favorable 
outcome, closely resembles that of tuberculous 
meningitis. 

In conclusion the author states that transitions 
from one type of nervous involvement to another 
are common, a fact rendering the prognosis un- 
certain. He believes that, with its dissemination, 
undulant fever is undergoing changes in its charac- 
ter. This view is supported by Nicolle who says, 
“Undulant fever is in a process of evolution and is 
showing a tendency to become chronic. In the future, 
through its manifestations and chronicity, it will be- 
come one of the most frequent and tenacious of 
diseases.” ALBERT F, DE Groat, M.D. 


Kilbourne, N. J.: Leg Ulcers of Unrecognized 
Etiology. J. Am. M. Ass., 1932, xcviii, 1955. 

Kilbourne states that leg ulcers without an obvious 
cause are a neglected diagnostic problem. Many 
treatments tried have resulted in only temporary 
improvement or none at all. The ca‘ses of the lesions 
in 150 cases reviewed by the author are shown in the 
following table: 


CAUSES IN 150 CASES OF CHRONIC LEG ULCER 


Cases Diagnosis 
diag- estab- 
Causes nosed lished 
Circulatory diseases 
DCAOUUBE SODIG Ss <6 i605 os 0 nou oe oon sees | 6 
Ordinary varicose ulcers.............. g2 Q2 
Arteriosclerotic ulcers................ 3 2 
PRN eS ee cr cect de hi vs ab ea) 7 7 
MMU Sein cas Sakae ae ws eetae 2 2 
Lymphangitic ulcers................. 3 2 
Thrombo-angiitis obliterans.......... I ° 
Metabolic diseases 
Endocrine ulcers 
Hypothyroidism................... 2 I 
Hypo-insulinism (contributory)...... 11 10 
Hypopituitarism................... ° ° 
Anemia ulcers 
Primary anemias 
Sickle cell anemia................. I I 
Pernicious anemia................. I I 
(also blastomycosis) 
Secondary anemias.................. 6 5 
Gluttony ulcers.................005. 3 I 
Malnutrition ulcers.................. I I 
Infections 
Wassermann-negative ulcers.......... 8 7 
Wassermann-positive syphilis......... II 9 
Tuberculosis (Bazin’s erythema indu- 
RUN Sy cireaa tye dha set antes I re) 
Mycotic ulcers 
BlastomiyCosis..... 6... csc ccccc cece: 2 2 
Drugs 
Todermia......... re conan Wk I 





MISCELLANEOUS 


Neurotrophic disturbances 


Hyperesthetic ulcer—irritable ulcer.... 1 I 

Anesthetic ulcer—tabes dorsalis....... I I 
Carcinoma 

RR ee ore eee ee 2 2 


The lacunar ulcer has been found to be due to 
invisible varicose veins which are too deep in the 
tissues for palpation but may be demonstrated with 
the X-ray after the intravenous injection of a radio- 
opaque substance such as uroselectan. The author 
warns against the use of iodized poppy-seed oil as 
in experiments on dogs in which this substance was 
injected into the veins by Ratschow death resulted 
from pneumonia due to fat emboli. 

Kilbourne discusses in some detail ulcers due to 
arteriosclerosis, endocrine deficiency such as hypo- 
thyroidism and hypo-insulinism, anemia, obesity, 
malnutrition, tuberculosis, drugs, malignancy, and 
neurotrophic disturbances. He distinguishes 2 types 
of neurotrophic ulcers, the anesthetic and the 
hyperesthetic. 

He states that the diagnosis of syphilitic ulcer may 
be extremely difficult. In clinically doubtful cases 
in which the Wassermann reaction is negative a 
therapeutic test with bismuth or iodides should be 
given. WIittarp K. Kiser, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Rieder, W.: Postanginal Sepsis and Its Treatment 
from the Standpoint of the Surgeon. An Ex- 
perimental and Clinical Study (Postanginoese 
Sepsis und ihre Behandlung vom Standpunkt des 
Chirurgen. Eine experimentelle und_ klinische 
Studie). Arch. f. klin. Chir., 1931, clxviii, 1. 

Rieder believes that the focus of sepsis may be 
situated in veins which are thrombosed in or near 
the pharyngeal tonsil. To prove that the walls of 
veins may become infected from a gland he cites the 
histological findings in a case in which such infection 
occurred. 

In his experimental work he injected a bacterial 
emulsion into the vascular sheaths in the necks of 
thirty-seven dogs and rabbits. Subsequently the 
bacteria were found to have entered the lumen of the 
vein through the venous wall and in a few cases they 
had entered the thrombus in the lumen. This 
occurred even when the jugular vein had not been 
ligated. In twenty-two animals in which the jugular 
vein was ligated at the time the injection was made 
thrombosis resulted only five times and only when 
changes occurred in the vascular wall. In the 
animals without thrombosis bacterial invasion of the 
vascular lumen could not be demonstrated even by 
cultural methods. 

In the diagnosis the anamnesis is of chief impor- 
tance. The disease-picture is so little known in 
medical circles that the only effectual treatment, 
surgery, is often not given at all or not at the proper 
time. Chills are not necessarily an indication for 
operation, but a continued high temperature usually 
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indicates intervention. The discrepancy between the 
local tonsillar involvement and the severity of the 
general symptoms suggests the nature of the con- 
dition. The hardened cords in the neck and the pains 
about the angle of the mandible are also of aid in the 
diagnosis. 

The prognosis is poorest in anaérobic infections. 
In such infections pulmonary metastases occur. The 
value of ligation of the veins as a therapeutic 
measure is still doubtful. In an experiment on a dog 
the author found that ligation in the tonsillar region 
of one of the internal jugular veins, and several hours 
later, of the other, did not check the dissemination of 
the bacteria in the blood. 

In studying venous ligation, the author injected 
the veins and then dissected the necks of thirty-four 
fresh cadavers. He thus obtained valuable data 
concerning the numerous anatomical variations. A 
number of these are shown by illustrations. Among 
them were anastomoses with the pharyngeal plexus, 
the vena vertebralis, the vena facialis externa, and 
the cranial branches of the vena facialis posterior. 

Rieder concludes from his findings that all of the 
possible routes of infection within the area of venous 
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drainage must be kept in mind. He describes in 
detail (partly with pictures) the methods which he 
uses to expose these less studied areas. One picture 
shows lymph vessels injected from the tonsillar 
region which connected with the lymph nodes 
directly or indirectly behind the digastric and 
stylohyoid muscles. The author’s method of pro- 
cedure depends upon the conditions found in the 
individual case. The steps in his operative pro- 
cedure include ligation of the vena jugularis or 
vene faciales, enucleation of the tonsil combined 
with venous ligation, and interruption of continuity 
of the ven tonsillares with removal of thrombosi up 
to the healthy tissues. When the lymph glands are 
involved they are extirpated by opening up the 
parapharyngeal space. Rieder operates under local 
anesthesia or avertin narcosis. 

He cites a case of severe postanginal pyamia in a 
child of four and a half years in whom venous liga- 
tion ended the chills, but the febril condition was 
not controlled until the joint metastases had been 
incised and irrigated and one eyeball which had 
become involved in panophthalmitis had been 
enucleated. Kiestapt (H). 
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